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This publication is dedicated to the 

memory of clients and staff who 

have died over the last ten years.

In particular, we remember:

Sheila Lyons,  Linda Gault,  Mary Jiggins,  

Elaine Dunphy,  Charlotte Longstaffe, Betty McCann
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introduction

In September 2000, the National Counselling 

Service came into being, established to provide 

counselling and psychotherapy to adults who 

as children had experienced abuse, particularly 

those who had grown up in institutions. The es-

tablishment of a nationwide counselling service 

to address childhood abuse can be seen to rep-

resent a significant step in societal acknowledg-

ment that such abuse had taken place as well 

as an indication of a belief  in the therapeutic 

potential of counselling to alleviate the impact of 

abuse and trauma. 

This publication presents a compendium of 

articles which celebrate the diversity of work 

within the NCS, offering reflections on practice 

over the last 10 years. Contributions include 

a focus on clinical work, as well as theoretical 

papers and personal reflections. A number of 

themes emerged from the articles which were 

presented for publication: how clients experi-

ence the NCS; the diversity of experience and 

resources offered by NCS staff and the shared 

values from which we work. 

Since its inception the NCS has emphasised the 

importance of hearing the views and experi-

ences of clients. Madge Finn’s article powerfully 

reflects the client’s experience of counselling 

by offering a unique opportunity to see inside 

the therapy room, written as it is jointly with 

Katie, who attended for therapy. In a different 

way, Frank Reddan’s article provides a detailed 

analysis of clients’ views on their counselling ex-

perience. This analysis of clients’ feedback builds 

on a foundation established at the outset of the 

NCS which sought to put in place a framework 

to ensure that clients were listened to, believed 

and validated.

The range and scope of therapeutic modalities 

offered within the NCS are well represented 

in this volume. Margaret Quinn’s article gives 

an overview of how theory and practice have 

evolved in one service. A psychodynamic per-

spective on shame, an issue that many clients 

struggle to overcome, is provided by MaryRose 

Kiernan. Frances Larkin provides a comprehen-

sive overview of Mindfulness and its application 

with NCS clients. In her article, Valerie Hayes 

underlines the importance of the therapeutic 

to a life that shines introduction
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relationship in the journey of counselling. How 

client processes can be mirrored in the way we 

as therapists relate together forms the subject 

of the paper by Sheila Peelo and that of Anne 

Loughlin in her response to this reflection.

The importance of group work to empower and 

instil hope and its role in reducing the sense 

of isolation that many who have been abused 

experience, is recognised by the NCS. Group 

work forms a central component of service 

provision reflected in several articles included in 

the publication. The range of group work offered 

by the NCS is outlined in the article by Eimear 

Farrell, whilst Philip Moore and Catherine Mur-

ray in their article, “Out of Darkness … Into a Life 

that Shines” (from which this publication takes 

its title) provide a reflection on the process of 

development of a psychodynamic psychodrama 

group. Maria Cahill offers an evaluation of the 

effectiveness of group work with clients who 

have yet to enter therapy, whilst Keith Oulton’s 

article uses a narrative therapy approach to re-

flect on what clients think about the experience 

of group therapy. 

Exploration of key ethical issues such as con-

fidentiality, child protection and legal issues 

pertinent to the field of abuse are included in 

this publication. The fundamental importance 

of confidentiality to the therapeutic relationship 

is explored in Michael Macbean’s article which 

presents the views of clients on this complex 

issue. The challenge posed to confidentiality and 

how the NCS engages with the legal system 

is the subject of the paper by Maire Magenis. 

While the ethical dilemmas that can present in 

therapy in relation to child protection and how 

this can be integrated in the therapeutic work is 

discussed by Isolde Blau. The need to consider 

issues at a societal level forms the basis for the 

paper by Ger McLoughlin in her examination 

of the role of client narratives in attempting to 

restore justice. 

The shared values which link the diversity 

of practice in the NCS is a thread which runs 

through this publication and this is highlighted 

in the joint paper by Damian Price and Dawn 

Nance which offers personal reflections on work 

with the NCS. This shared ethos is also high-

lighted in the piece by Tom McGrath and Fidelma 

Conboy which outlines the perspectives of NCS 

administrative staff. Rachel Mooney’s article 

demonstrates the importance of collaboration 

with other agencies who share a similar outlook 

in order to fully meet the needs of clients. How 

the NCS model of service has been applied to 

working with clients in Primary Care is illus-

trated by Fiona Ward. These different approaches 

are further evident in the range of research that 

the NCS has been involved in, which is outlined 

in the Appendix. In his article Gerard O Neill 

reflects on how the NCS has evolved and devel-

to a life that shines introduction
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oped over the last 10 years. He concludes that 

this has been possible precisely because of the 

diversity of knowledge and experience offered 

by the NCS in the context of a shared humanis-

tic framework. 

This includes a fundamental respect for the 

dignity and individuality of each client as well 

as an acknowledgment and acceptance of the 

suffering and damage caused to so many by 

childhood abuse. 

Bearing witness to the trauma of childhood 

abuse has long been a fundamental goal of 

victims and survivors groups who struggled for 

so long against a tide of disbelief regarding the 

extent and the severity of abuse within Irish so-

ciety. For the NCS to have emerged from within 

the public health system is significant from a 

restorative perspective. For many clients who 

had experienced abuse as children in institutions 

the public health service was associated with the 

‘establishment’ which they felt had betrayed and 

abused them. The quiet progress of the NCS in 

engaging and working effectively with these cli-

ents over the past 10 years represents a success 

story in both a socio-political and moral terms. 

The publication in 2009 of the Ryan report 

marked a watershed in Irish society’s journey 

towards enlightenment in terms of confronting 

the shadow of historical abuse. This move from 

darkness into light is reflected in the title of this 

publication and that of the NCS 10th Anniversa-

ry Conference which takes place this September. 

A tenth anniversary provides a natural vantage 

point to reflect on what has been learned, to 

showcase the knowledge gained and to cele-

brate the work of the NCS over the past decade. 

There is justifiable pride felt in the provision of 

an efficient, effective and accountable therapy 

service within the public health care system for 

adults with a history of child abuse. The NCS is 

conscious of its pioneering role nationally as 

the first psychotherapy service within the Irish 

public health system. 

The NCS is also conscious of the challenges 

which lie ahead. Already the NCS has replicated 

its model of service to provision of counsel-

ling and psychotherapy to other areas of need 

and looks forward to continued expansion of  

professional counselling/psychotherapy services 

within the HSE to include other client groups.

The NCS approaches the next decade with confi-

dence and hope that we will continue to make a 

significant contribution in the lives of clients so 

that they can move “Out of the darkness… Into a 

life that shines”.

Tom McGrath, Fiona Ward

August 2010  

to a life that shines introduction
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Abstract

This article details Katie’s (a client) “long 

tough journey” through therapy with the NCS as 

related by Katie herself. Katie’s insights are inter-

jected by reflections on the counselling process 

from her counsellor Madge.

This paper provides a unique perspective 

on one client’s experience of therapy as well as 

outlining what the therapeutic process involved. 

It is an inspiring and moving account of Katie’s 

journey from a place of fear where it was difficult 

to trust anybody to the point where Katie now 

makes “good life choices” and feels free to talk.

Introduction

Katie and I began working together three 

years ago. Katie is a single woman in her mid-

forties. She presented as a cheerful friendly out-

going woman. She was applying to the Redress 

Board and had been given the Adult Counselling 

Service’s phone number by Barnardos. Katie is 

a creative woman who uses painting, writing, 

sand, dreams, music, books, poems as well as 

talking in her therapy. Her dream images have 

regularly been instructive for me in confirming 

when learning had been integrated, as will be 

discussed further on.

When Katie initially brought her dreams to 

the sessions, I asked about her associations to 

the dream images. Subsequently, I rarely felt 

the need to ask anything as she became quite 

intuitive and insightful into her own process. 

Sometimes she brought three or four dreams 

to her session, each consisting of up to four A4 

handwritten pages. Memories which had been 

repressed were brought back to consciousness 

through her dreams and at times threatened to 

overwhelm her, thus grounding and self care 

were an integral feature of sessions. 

This joint case study undertaken by myself, 

Madge Finn, as therapist and Katie (not her real 

name) as client, could have taken many direc-

tions but the ultimate direction it has taken mir-

rors the therapy process, in that Katie led and I 

followed. Her writing has been edited for ease 

and flow of reading but has remained true to her 

presentation.

a therapeutic journey 
into the unknown
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Therapist: Initially, Katie talked about being 

“too much” for anyone believing “no one can 

help me”. She feared that she was too much for 

me and that I might give up on her. I encouraged 

her to explore her fear that what she wanted to 

talk about might be too much for me as it had 

been too much for her as a child. Katie had been 

neglected as a child. She was sexually abused 

by her father and his friend. When she  was 

taken into care she was also abused.

Client: My name is Katie. I was physically, 

sexually, and emotionally abused from the age 

of five to fifteen. My parents were alcoholic and 

neglected me and my sisters. My dad sexually 

abused me at least twice a week. I got used to 

this and was rewarded with sixpence with which 

I bought sweets. Dad said that it would be our 

secret and not to tell my sisters which I didn’t. I 

was afraid that they would do what I did for dad 

and I would get less money for sweets. My dad 

regularly brought me to his mate’s house where 

he and his mate sexually abused me.

Violence from my dad was inflicted on my 

mother and at times on me and my sisters. He 

always punched mam in front of us and we 

would be crying till we fell asleep.

When I was seven, five of my sisters and 

myself were taken into care. I was separated 

from my sisters and that emotionally broke me. 

I felt that I died that day. Something left me. I 

think it was my spirit. I had no one to turn to. I 

feel now that I was robbed of my identity, my 

life, my childhood innocence, marriage, mother-

hood, self confidence and my soul. I couldn’t 

trust God as I was forced to pray a lot but I only 

found more fear from praying. These are so 

many losses to accept but therapy helped me to 

understand and heal.

While in care I was sexually abused, this 

time by men and women. The abuse was hurting 

me and I was becoming afraid. I told Sr. X. but 

nothing was done to stop it. She and another 

nun made me apologise to the abuser for saying 

such things about him. I felt this gave him per-

mission to keep abusing me, which he did.

When I left care, every day was a struggle for 

me and as my sisters left care I helped each of 

them in turn. Struggling to support my sisters 

helped me to bury my past and soon it lay dor-

mant inside me for years.

Eventually, I decided to go for counselling. 

During my first meeting, I found myself brag-

ging about how well I was doing, having my flat, 

and feeling happy and content. I talked a little 

about the abuse I got as a child at home and in 

the care system. It was as if I was talking about 

it happening to someone else. A few weeks later 

the appointment arrived for ongoing therapy 

and I got cold feet. I didn’t want to talk about my 

past. I didn’t go and I cancelled the next appoint-

ment. But I eventually went and so began my 

journey.

At this time, I thought to myself, “I am a vol-

cano that has lay dormant for years and a rock 

has formed and nothing or no one can penetrate 

through it”. 

As I sat with the counsellor, I wanted to tell 

“I am a volcano that has lay 
dormant for years and a rock has 

formed and nothing or no one 
can penetrate through it”

to a life that shines a therapeutic journey into the unknown
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her some of the past, but also I wanted to see if 

I could trust her. I could tell that she was caring 

but I had to protect myself. I didn’t know if she 

was working for the nuns, or waiting for me to 

name the people who abused me and then she 

could communicate with the nuns and I would 

be put away because I believed the nuns owned 

me and had power over me. Maybe they had 

power over the counsellor too and I was afraid of 

my abusers.

When I told her what I was thinking, she 

assured me that this was not the case and that 

nobody owned me. She said “Katie, you were 

a child and the abuse was not your fault”. She 

explained that I was an adult and that I had the 

power for myself now. This sounded reassur-

ing as never before was I ever told this and for 

someone to believe me and be willing to listen to 

me was totally new. I was beginning to trust her.

Therapist: Early sessions focused on build-

ing up trust. I was aware that Katie was self-

protecting and I wanted to respect this. I sensed 

that she was fearful I needed to know the names 

of her abusers. She was afraid of them and what 

might happen to her for breaking the secrecy. 

One of her fears was that the nuns could get her 

flat taken from her. I could also see that she was 

trying to please me and say what she thought I 

wanted to hear. This left me struggling at times 

to attune to her. She perceived that she was not 

“saying it right” when I sought to clarify what I 

was hearing. Katie had learned that everything 

was her fault even when she didn’t know what 

or why. Changing this perception became critical 

later in her healing process. 

Client: I started to talk a little about myself 

and my past. It was a hit and miss and as if I was 

talking about someone else. “That was the past”, 

I said, “but I am getting on with my life”. When 

my sessions finished I would walk into town and 

sometimes I felt sick. It was as if a knife pierced 

through me. In the next sessions, I commented 

on the flowers on the table. I looked at these a 

lot as I didn’t want eye contact. I said to myself, 

“If I look at her she might see my pain and if I 

was to feel that I wouldn’t know what I could 

do to help myself”, so I continued to look at the 

flowers.

As the sessions continued I found myself in 

fear of reliving the past. I expected the counsel-

lor to do all the talking and I would listen but 

I discovered that’s not the way it works. It was 

hard for me to accept that I would have to do 

most of the work. As I began to talk about my 

abuse, I started to feel sick again. I looked at the 

flowers on the table as I talked. I told how my 

dad would make me rub his penis and put his 

friend’s penis in my mouth. I could not keep eye 

contact because I felt disgusted and ashamed 

of myself. I felt like a little whore/slut and the 

fact that I now knew it was wrong made it even 

worse to talk about it.

As I continued the sessions, I was begin-

ning to open more wounds but was careful not 

to open too many at once. I wanted to heal the 

ones that were open and give them plenty of 

time to heal before working on the next one. I 

found it hard to relax at home because when I 

was relaxed I thought of the abuse. My thoughts 

also disrupted my sleep. My emotions were 

becoming too much for me and comfort eating 

crept in. 

I saw an image in my head where I was being 

pulled down to the bottom of the ocean and my 

abusers’ hands were holding me by the leg. All I 

wanted to do was to end the emotional pain and 

thoughts of ending my life came to the surface 

of my mind. 

Everyone who meant the world to me was 

put to the back of my mind as I wondered about 

how I would end my life. I thought about tak-

ing tablets and never waking up again. I also 

thought about going to the cliffs of Moher and 

jumping over the cliff at night so that I would not 

see the fall. I was an emotional wreck. 

I talked in my sessions about how I was feel-

ing and we discussed getting extra help from 

my doctor. I wanted to sleep so badly. The doctor 
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prescribed mild anti depressants and these 

helped me get to sleep. They also helped me to 

be able to talk without feeling that I was falling 

apart. Sometimes, I used to think that ending it 

was the answer but then I would think about my 

nephew and I would distract myself with music, 

painting or writing.

Therapist: When Katie was feeling bad about 

herself she described herself as empty, decay-

ing inside like “a rotting apple, rotten to the 

core”. She painted an image of a large black 

hand curved over a rotting apple. Accompanying 

this  article is a photograph of the image Katie 

painted. She gave it the title “Death”. When she 

“Death”
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was talking about the meaning of the images, 

she became aware that while the apple would 

rot and decay, the seeds could take root and 

produce new life. While feeling despairing, she 

could also see hope.

Client: At one of my sessions I cried while I 

read a dream. I felt the volcano had erupted and 

anger exploded out and wounds were oozing. 

When I looked over at the therapist, I couldn’t 

understand why she wasn’t crying. At the fol-

lowing session I told her that it upset me even 

more when I went home that she didn’t cry with 

me. She asked me if she was to cry with me how 

I would feel. I said I would feel comforted but I 

would hold back some issues in case it would 

upset her and holding back would not be a wise 

thing to do when I was trying to go forward. I 

found this the hardest thing to accept but I did 

accept that this was the way and that I had to set 

boundaries for myself.

Therapist: When Katie sobbed she expected 

me to cry with her. In the following session, 

she said she thought I must be a robot with no 

feelings because I didn’t cry. At this point in the 

process I drew on my internal superviser and 

understood this to mean Katie was feeling safe 

enough to express her true feelings. Some ses-

sions later, Katie had a dream.In the dream she 

“I am a volcano 
that has lay 
dormant for 
years and a 

rock has formed 
and nothing 

or no one 
can penetrate 

through it”
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was inside a “large container”. I knew then that 

she had made a breakthrough and was feeling 

that I could be a safe “container” for her. 

Client: Session after session I talked, but I 

found it hard to explain myself, so I wrote my 

story and read it aloud in my session. Then, as I 

read, the volcano inside me started to ooze and 

cracks started to form all around the volcano. As 

the cracks oozed, I cried and cried, trying to close 

all the wounds inside but this was in vain as too 

many cracks were opening and the lava from the 

wounds was sliding down the volcano fast. 

I got to trust the therapist and came to 

understand that what I was feeling was part of 

the healing process. I said “do you think I will 

get through it”. She asked me, did I think I would 

get through it. I said, “I would like to think so, 

all I can do is try”. I was amazed how I answered 

my own question and was beginning to open 

more wounds. The sessions always ended with a 

relaxing exercise which I found benefitted me.

I usually felt motivated after my sessions and 

went shopping, though I think this was a way 

for me to cope. I called it therapeutic shopping. 

Although this was only a temporary solution it 

helped. 

Therapist: As time went on, when she 

needed support, Katie would ask herself “what 

would Madge say in this situation”?  As Katie 

learned to self support, I knew she was internal-

ising the “good enough mother”. Sometimes, at 

weekends she would call the helpline no. and 

if she was on hold, she would ask herself the 

same question and generally came up with her 

own solutions. This gave her confidence in her 

own resources. 

When Katie wrote her life story, she ex-

pressed her thanks to me and then wrote, “but 

I know what Madge would say. She would say, 

“you did most of the work Katie.”   We both 

laughed as she read this.

Katie struggled with the limitations that 

boundaries put on the therapeutic relationship. 

She wanted me to be her friend and while she 

describes me as a friend/counsellor/mentor, she 

is aware that the relationship is a therapeutic 

one. Once she came to accept the nature of the 

relationship she began to focus on her responsi-

bility to work on the needs she could meet 

for herself. 

Client: At one of my sessions I wanted to 

use the sand tray. I picked out a shell, a turtle, 

a round blue stone and a lip stick holder. As I 

worked these through the sand, I left the turtle 

out of the tray. I set it on the ledge so it was 

looking down on the tray. I put the other objects 

in the sand and started burying the shell a little. 

I lay the blue stone on the sand and drew circles 

around it with my fingers, small circles first and 

then getting wider. The lip stick holder I just stuck 

into the sand. 

The blue stone represented my breasts, the 

lip stick holder represented a penis, the shell was 

deep pain that was buried and the turtle was me 

not ready to come out of my shell. The tough 

shell was protecting me and I hoped, maybe 

some day I could leave the shell and explore the 

world, and experience a gentle stroke from a 

human hand. I cried as the feeling of my fingers 

putting ripples in the sand reminded me of the 

way one of the abusers ran his fingers on my 

body, around my nipples and it freaked me out.

Therapist: This was Katie’s first sand tray 

which she did about six months into her therapy. 

She gave it the title “A Shambles”. The first tray 

may be autobiographical. The objects Katie 

selected can be considered to symbolise her his-

tory and also her hope for herself for the future. 

In subsequent sessions, she regularly used the 

sand while she talked, saying she found the 

touch of the sand comforting and soothing.

Client: A few sessions on I returned to the 

sand tray again. As I went to get objects from 

the press I saw a little girl figure and I started to 

cry, saying that I didn’t want to work with any 

objects today. I was remembering how the nuns 
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used to say that I was interacting pervertly with 

the dolls if I was seen playing with them without 

their clothes. 

I was also feeling anger at the abusers, that 

they had hurt me so much and I was now reliv-

ing the pain they inflicted on me all over again. I 

could smell their breaths, feel the stubbly beards 

and hear one of their voices telling me to “relax 

like the other girls”. I also had the feeling of a 

penis in my mouth and between my legs. “I hate 

them. Why did they do this to me”?  I hated ME 

for being the girl they picked. I thought it must 

have been the mature breasts or was it because 

I was ugly and no one would notice. Being so 

ugly, the nuns would say, “good God there’s 

another cabbage patch case”. 

I thought that I might have brought the 

abuse on myself, as I was always looking for at-

tention. I so desperately wanted to be cuddled, 

kissed and hear the words, “I love you”, but all 

I got was pain, embarrassment and humilia-

tion. I was told day after day by nuns, “that’s all 

you’re good for, knickers down and waiting to 

get it at the railway”. I wanted to say to them, “I 

was not looking for sex. It found me, here in the 

home (institution) where I am supposed to feel 

safe and you know it’s going on here because 

I told you”. But I would bite my lip and let her 

continue, “you’ll have kids and bring them back 

here for us to mind”. 

She would then get all the children and the 

staff not to talk to me for a week. This boycott 

included not allowing my sisters to talk to me. I 

found this punishment very hard and privileges 

were given to the other children just to annoy 

me. Anyway I had to think one step ahead so I 

could avoid sexual abuse and that kept me moti-

vated. In my session I would talk about this and I 

began to see how I was controlled and there was 

nothing I could have done about the abuse. 

Therapist: In her sessions, Katie expressed 

anger at how Sr. X. called her to the office and 

in front of some of the care staff told her to 

apologise to her abuser. Katie continued to meet 

this nun as an adult. Regularly this nun  would 

invite her for coffee. In her sessions, Katie used 

the empty chair to dialogue with this nun. She 

subsequently had a dream in which Katie called 

the nuns and the staff to the office and said she 

had a question she wanted to ask them. One of 

the questions was to Sr. X., asking why she had 

not protected her and why she did nothing to 

stop the abuse. Sr. X. replied that there were “no 

procedures in place”.

Following Katie’s next session, she bumped 

into Sr. X. Katie invited her for coffee. And told 

Sr. X. that she wanted to ask her something. She 

asked her the question from her dream, about 

why Sr. X did nothing to protect her or stop the 

abuse. Sr. X. replied, as in the dream, that there 

were “no procedures in place”. Synchronicity!

Katie described how Sr. X. said that she was 

equally a victim, and had started to cry. Katie 

replied “you were an adult and I was a child.” 

This confrontation was a major breakthrough in 

Katie’s healing.

Client: Sometimes when I got to sleep I was 

having dreams. They were so real that I wrote 

them down and took them to my sessions. They 

made me cry so much but I always felt better 

after reading them aloud and working through 

what they meant.

Some weeks later, I was feeling my lowest 

“It’s a long 
tough journey but 

knowing I don’t 
have to do it on my 

own helps me” 
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ever as I read a dream aloud. All I needed was a 

hug but I didn’t want to push any boundaries by 

asking for one. This was another painful experi-

ence but I eventually accepted the boundary 

limits and went on with the process.

Therapist: When Katie came to her next ses-

sion and told me about how she had wanted to 

ask for a hug, I explored with her what a hug 

would mean to her. While working through 

boundaries and the meaning of the therapeutic 

relationship, Katie was in touch with what she 

had wanted and needed but had not received. 

This was another painful experience for her. 

Client: I trusted the process so much, that I 

asked Madge if she wouldn’t mind if I got her 

to go through the facts of life with me, as I was 

never taught these. I was not a complete mong. 

I knew you needed a man to have sex and a 

baby and knew how they did it. But I didn’t know 

the reproductive cycle. I found it hard to look at 

the diagrams of the female and male bodies. I 

felt sick with shame and I was disgusted at the 

female anatomy. I didn’t appreciate my body. It 

was supposed to be my body but I saw it as be-

ing contaminated, stained and damaged like an 

item you would discard in a shop. You wouldn’t 

buy a dinted can of peas. You want a perfect can. 

That’s how I feel and I am crying this very mo-

ment writing this.

Therapist: I found myself doing anatomy, 

physiology and sex education with Katie. Katie 

reported that she had a recurring vaginal infec-

tion which she believed was a result of being 

sexually abused. She had however felt too 

ashamed and embarrassed to talk to her doctor 

about it. I discovered that she had no idea about 

how her body functioned so that she saw normal 

bodily mucus as an infection and had been using 

various creams to try to eliminate it. Learning to 

understand her body and how it functioned gave 

Katie a new ownership of her body. 

Client: I found my therapist to be caring and 

nurturing and the way I could move forward 

was to know that she cared about me. No one 

ever listened to me before but she helped me 

to listen to myself and I found that I was slowly 

healing the wounds of the past. 

After some time, I brought dreams back to the 

sessions and I will give you an example of one. 

I am in the care home, and I am watching 

television with the other kids. Then Sr. Y., the nun 

in charge, comes in with two men. They are dis-

cussing me and she says to the men, “you know 

what to do”. The men went into a room and Sr. 

Y. told me to go into the room but I ran out the 

door. I can hear the men saying “what will we 

do when we get her”. Sr. Y. says “make sure she 

never talks again. Kill her if you have to”. I ran 

and struggled to get up a hill. Then I hear music 

from a carousel and see lots of kids having fun 

and two clowns giving out sweets. 

I go down and join the fun. Then one of the 

clowns grabs me, takes off his mask, laughs and 

says, “I’ve got you”. He brings me to the top of 

a cliff edge, molests me, ties a rock around my 

leg and pushes me over the cliff. I fall into the 

sea and am sitting at the bottom of the seabed, 

ready to give up my last breath but I say to 

myself, “why should I die? This is not my crime, 

this heavy rock belongs to the abusers”, and I get 

the rock off from around my leg and swim to the 

surface. I gasp a new breath of air and it is the 

best breath of fresh air I’ve ever had. 

This dream read aloud by me and witnessed 

in the session released so much tears that I 

found that each wound which was open was 

now healing and healing with a new way for me 

to cope. At last, I finally knew that the abuse was 

not my fault.

Therapist: The following incident happened 

before this dream and was crucial in Katie finally 

being able to let go of self-blame for the abuse. 

This occurred in winter when we had the big 

freeze up. Katie had come early for her session 

and the client before her had cancelled. Because 

of the severe weather conditions, I decided to 
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see Katie early so she could go home by public 

transport. When I went to the waiting room for 

her, I noticed there was also a male client wait-

ing  and that Katie was making coffee for both 

of them. It appeared to me that they were being 

quite familiar with each other. When she came 

into the therapy room, I asked Katie if she knew 

this man. She had never seen him before. Katie 

became embarrassed and asked what she had 

done wrong. I explained that she hadn’t done 

anything wrong but that the waiting room was 

a public waiting room and while she was being 

friendly, her behaviour might be misinterpreted.

When Katie returned to her next session, 

she reported that she had given the incident a 

lot of thought. She reported that she had cried 

a lot and knew that I had her best interests at 

heart. She said this was the first time in her life 

that anyone had explained something to her 

without blaming her and making it her fault. 

From this incident, she started to become aware 

of her own role in getting herself into difficult 

situations. Now she can acknowledge another 

waiting client without being over familiar. Much 

learning goes on in the waiting room! 

The issue of boundaries was revisited regu-

larly but it seemed to me that I needed to wit-

ness this incident. With the benefit of hindsight, 

I have wondered if Katie was unconsciously let-

ting me see what I had previously missed. I have 

written about this incident because it happened 

outside the therapy and it was significant for 

Katie, as confirmed by the above dream. 

Client: I found that therapy benefitted me 

in so many ways. I won’t say that the healing 

process is easy. It’s a long tough journey but 

knowing I don’t have to do it on my own helps 

me. I now make good life choices. I involve my-

self in community projects, set goals and have 

boundaries for myself. I now feel free to talk 

about anything in my sessions and feel better, 

especially when I resolve my own problems with 

a little help.

Therapist: Katie’s most recent dream indi-

cates the ending of therapy. In this dream, she 

came into my office which had a fish tank in 

the corner and there were a number of people 

talking to me. I acknowledged her but it was not 

her session time and she knew someone else 

would sit in her “chair”. She felt sad and cried 

as she left but knew she had the skills to live 

her life and to self support. As she was leaving, 

the glass in the fish tank broke and the fish fell 

onto the floor and died. Katie’s interpretation 

of the dream was that she now recognises that 

she gets my attention for her session but there 

are others who also get my attention. She said 

the fish were secure while they stayed in the 

tank but they weren’t going anywhere. By dying, 

there could be a transformation. At times like 

this, I felt in awe at Katie’s insight into her own 

process.

Client: Both my parents are now dead. My 

mother died the year I started therapy but I 

never really knew her. I felt she had no maternal 

instincts but having looked at my therapist as a 

nurturer, I am beginning to have feelings for my 

mother and accept that maybe she could have 

felt affection towards me but didn’t know how to 

show it. I have forgiven my dad for what he did 

but I will never forget. 

“I got to trust the 
therapist and came to 

understand that what I 
was feeling was part of 

the healing process” 
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I would like to take this opportunity to thank 

Madge, and I am thankful to be given the oppor-

tunity to write this. This is also healing.

From a strong survivor. Katie…

 

Conclusion:

Katie is now off medication. She has insight 

into her own process and makes healthy life 

choices. She has grieved the many losses which 

resulted from her abusive childhood experienc-

es. These include motherhood and an intimate 

relationship. She has accepted that motherhood 

is no longer an option and currently she ex-

presses doubt about getting into a relationship.

Katie plans to do a scrap-book of her memo-

ries and photographs. She has a large file of 

dreams, paintings, journals and writings which 

she says she may put into a book sometime in 

the future.

Reflection:

Working on this joint project has been a valu-

able experience for both Katie and I. Reflecting 

on her paintings brought new insights, such as 

becoming aware that apples on a tree look simi-

lar and the one chosen/picked may be at random, 

thus answering her question “why me”?

 This project has also brought the ending of 

the therapeutic relationship to the fore. Follow-

ing the reading of the first draft, Katie reported 

that she went home and cried. She feared that 

I would forget her and that to me she might be-

come “just a number”, like she was in the institu-

tion. On her way to her next session, she met a 

former teacher who instantly recognised her and 

in that moment, she became aware that I too 

would not forget her. This tells me that Katie has 

already psychologically moved beyond therapy. 

My role now is to facilitate her leave-taking, 

knowing that my part of the journey with her is 

almost done but her journey goes on.

It has been a privilege and honour for me to 

work with Katie over the past three years.

Madge Finn
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Abstract

All National Counselling Service (NCS) 

clients are invited to provide feedback about 

their counselling experience on completion 

of  counselling using the NCS client evaluation 

questionnaire. This article outlines the results of 

an in-depth quantitative and qualitative analysis 

of client responses for the period May 2006 to 

June 2008. These results are also compared with 

the findings from an earlier evaluation study 

completed in 2006. 

Aspects of attachment theory are outlined 

to help inform this analysis. In addition an 

overview of the impact of childhood abuse is 

presented, together with key influencing factors 

in the therapeutic relationship.

Results from the qualitative analysis indicate 

that there are a number of distinct stages experi-

enced by most clients as they progress through 

counselling and move out from the shadows of 

abuse. The unique challenges some clients face 

on this journey are outlined in this article. 

Introduction

In May 1999, in recognition of the large 

number of adults who had been abused as 

children while in State-organised institutional 

care, the Irish government publicly apologised 

to victims for the harm and damage suffered 

by them and their families. Responding to the 

expressed needs of victims at that time, the 

government provided for the establishment of 

a legal process to investigate claims of abuse 

known as The Commission to Inquire into Child 

Abuse, established in May 2000, and a counsel-

ling service, The National Counselling Service 

(NCS) established in September 2000 to support 

those who had experienced abuse. 

The NCS was established and developed by 

the then 10  Health Boards with the objective 

of achieving consistent and equitable services 

for clients across the country. A core element of 

the NCS ethos from the beginning was that it 

should be judged by those who choose to use 

the service (NCS First Report, 2001) and in that 

respect a number of different reports have been 
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prepared to monitor and evaluate the service 

provided by the NCS (see Appendix  I).

 In keeping with the NCS National Model 

of Service, all clients are invited to participate 

in a feedback exercise by completing a self-

report questionnaire (Appendix II) , at the end 

of counselling. A descriptive analysis of client 

feedback collected from clients between 2004 

and 2006 has already been reported on (Conlon 

and Murphy 2006). The focus of this article is an 

in-depth quantitative and qualitative analysis on 

the data from client questionnaires returned  be-

tween May 2006 and June 2008. This data, when 

combined with the previous report provides up 

to four years of client feedback on the quality of 

service received. 

Qualitative analysis indicates a number of 

distinct stages experienced by most clients as 

they progress through counselling and transi-

tion from the shadows of abuse. As with any 

difficult journey it can be fraught with its own 

unique challenges, some of which are outlined 

in the section entitled ‘Study Learnings’. 

To provide a working context for this review, 

theoretical thinking as presented in Bowlby’s 

(1988) Attachment Theory is used to understand 

the dynamics of the issues facing the client 

group concerned. In addition, an overview of the 

impact of childhood abuse is presented together 

with factors to be considered in relation to the 

therapeutic relationship.

Impact of childhood abuse

The SAVI Report (2002) investigating the 

prevalence of sexual abuse and violence in 

Ireland, found that 5.6% of girls and 2.7% of 

boys had experienced penetrative sexual abuse 

as children. Extrapolating from these figures and 

using population figures from that time these 

percentages translate to 81,000 and 37,000 adult 

Irish women and men respectively who might 

have experienced serious sexual crime as a 

child. Bearing in mind the very narrow defini-

tion of sexual abuse used, the number of people 

impacted is extraordinary. If one extends the 

definition to that used in ‘Children First: National 

Guidelines for the Protection and Welfare of 

Children (1999)’ and includes the categories of 

physical, emotional abuse and neglect, then one 

must conclude that there exists a very substan-

tial number of people in Irish society who have 

been abused and who may need help.

The broad spectrum of symptoms related 

to the emotional distress attached to childhood 

abuse is well documented in the literature. 

Table 1 highlights a cross-section of symptoms 

identified referencing the studies in which 

they appeared and provides an insight into the 

psychological difficulties to be anticipated in 

the community of survivors of abuse. More-

over, conclusions as to the dynamics, in terms 

of how symptoms may manifest initially, then 

evolve over time into more permanent personal-

ity features, and how these might interact over 

time, add considerably to the complexity of the 

difficulties experienced by survivors.
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Studies investigating abuse typically report 

on the impact to the child or in later life stages 

such as adolescence or adulthood. Such cat-

egorisation of reports permits conclusions to be 

drawn as to the immediate impact (child studies) 

and longer term effects (adolescent/adult stud-

ies). There are considerably fewer longitudinal 

studies that monitor change from childhood to 

adulthood. In all studies reviewed by this writer 

negative/adverse implications for individual 

well-being were reported for all categories of 

abuse to varying degrees of severity. 

Milling & Kinard’s (1980) study of children 

(aged 5 to 12 years), investigated if abuse had 

detrimental effects on the child’s emotional 

health and development. Abused subjects were 

found to be significantly different to controls in 

five areas of emotional development: self-con-

cept, aggression, socialisation with peer group, 

establishing trust in people and separation from 

the mother. Flisher et. al. (1997), working with a 

slightly older population (9 to 17 years) exam-

ined the association between physical abuse 

and selected psychosocial measures. Results 

reported a significant association with global 

impairment, poor social competence, major de-

pression, conduct disorder, oppositional defiant 

disorder and generalised anxiety disorder. Argu-

ably, if one makes adjustment for the age differ-

ence whereby older children and adolescents 

Table 1: Symptoms of Emotional Distress Expressed by Survivors of Childhood Abuse.

 

Immediate Effects: Long Term Effects:

Physical 
Abuse

Poor self concept / Anger1

Depression1

PTSD6

Violent aggressive behaviour2

Substance abuse3,4

Anxiety/depression3

Mental illness5

Neglect Cognitive impairment7 Poor social, functioning8

Low self-esteem9

Emotional 
Abuse

Disobedience /restlessness10 Psychosocial difficulties & poor

stress response11

Sexual 
Abuse

PTSD12

Anxiety, aggression, conduct disorder12

Fearful, disorganised attachments13

PTSD14

1Milling Kinard, 1980. 2Lundy et.al 1993. 3Flisher. et al 1997. 4Widom, C.S. et al 1995. 5Carmen, et al 1984. 6Perrin, et al 1999. 
7Kennedy Report 1970. 8Erickson, et al 1989. 9Toth, et al 1997. 10Tizard 1977. 11Rutter & Quinton 1984. 12Kendal-Tackett, 2002. 
12Trickett & Putnam, 1998. 13Anderson &  Alexander, 1996. 14Berliner and Elliott, 2002.
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interact more autonomously in more mature 

social settings, then these findings reflect those 

of Milling & Kinard (1980). Taken together these 

findings suggest that not only does emotional 

impairment remain but the implications of 

long term difficulties escalate as abuse victims 

attempt to cope with the social demands of 

independent functioning. Kendall-Tackett (2002) 

in her study of the health effects of childhood 

abuse identified four  possible pathways (behav-

ioural, social, cognitive and emotional) linking 

childhood abuse to health problems in adults. 

Findings showed that childhood abuse places 

people at risk of depression and post-traumatic 

stress disorder, self-harm, relationship difficul-

ties and having negative beliefs and attitudes 

towards others. 

Among the more pronounced impacts of 

abuse is the possibility of post-traumatic stress 

disorder (PTSD) (Perrin et. al. 1999, Kendal- Tack-

ett 2002, and Berliner and Elliott 2002) defined 

by intrusive re-experiencing of a trauma, avoid-

ance of traumatic reminders and persistent 

physiological arousal. In an adult population 

PTSD is an anticipated impact (Draucker et. al. 

2006). 

Longitudinal studies show there is the 

possibility for successful intervention(s) for 

example as reported in the Rutter et.al’s (1984), 

study of a female population institutionalised in 

childhood. The study showed that the outcome 

for institution-reared subjects as a whole was 

substantially worse than for the comparison 

group. However, the course of their personal-

ity development had been greatly modified by 

positive school experiences in childhood and 

by the characteristics of their spouse and mar-

riage in adult life. The institution-reared subjects 

in favourable psychosocial circumstances in 

adulthood functioned as well as the compara-

tor group. The protective nature of a positive 

adult partner relationship in terms of mitigating 

the impact of abuse was also highlighted in the 

recent report of the Commission to Inquire into 

Child Abuse report (Carr 2006; CICA 2009) which 

found that clients abused in institutions who 

reported marital satisfaction were more likely to 

show positive coping strategies.

Attachment Theory 

Design of an appropriate intervention for 

the survivors of abuse can probably be best 

achieved by reference to a theoretical frame-

work that is grounded in material that corre-

sponds directly with the circumstances of the 

abuse. In this respect the author believes that 

the notion of epigenetic compromise between 

a child’s attachment needs and a carer who fails 

to respond or who responds inappropriately, as 

postulated by Bowlby’s Attachment Theory, to 

be most informative (Holmes, 1993). Underpin-

ning Bowlby’s conceptual framework is the 

notion that human beings are born with an 

innate psychobiological system that motivates 

them to seek proximity to significant others in 

times of threat. Successful proximity seeking is 

understood to be fundamental to the anxiety-

buffering and physical protection functions of 

close relationships, which in turn is considered 

to promote individual capacity for affect regula-

tion: protection from threats and alleviation of 

distress (Mikulincer & Shaver, 2005). 

Bowlby (1988) held that this system oper-

ated at all ages but was most evident in infancy 

when the internal working model was formed 

in relationship with the child’s carer. It followed 

therefore that where the child was in relation-

ship with carer(s) whose care-giving was suf-

ficiently responsive and consistent, they were 

likely to develop secure attachments leading to 

greater capacity for affect regulation, a major 

component of good mental health (Howe, 2005).

When an infant’s attachment figure(s) are not 

reliably available, proximity seeking will fail to 

relieve perceived dangers/threats, leaving the 

child to develop alternate strategies to cope with 
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the lack of physical and psychological safety 

experienced. Perceived unavailability of the at-

tachment figure results in attachment insecurity 

with the child being unable to use other people 

to help them regulate their distress and arousal 

or to re-establish equilibrium. These experiences 

develop a history of corresponding memories 

and build over time a mental representation for 

the child of what to expect from key relation-

ships, especially in times of need. Each individu-

al’s circumstances will contribute to the content 

and sophistication of their particular internal 

working model (mental representation) of the 

world (Bowlby, 1988).

Attachment theory uses the notion of faulty 

internal working models to describe patterns 

of neurotic attachment (insecure attachment). 

In this instance the internal working model is 

based on coping with and accommodating to a 

care-giver who is viewed as insensitive, incon-

sistent, unresponsive or abusive. Two primary 

strategies engaged are: avoidance or adherence, 

which lead to avoidant or ambivalent attach-

ment styles. Avoidant attachment behaviour 

tends to minimise needs for attachment so as 

to avoid rejection, while an ambivalent strategy 

involves excessive clinging to the care-giver or 

adopting a role reversal where the care-giver is 

cared for rather than vice-versa (Howe, 2005). 

Holmes (1993) argued that it was the same un-

stable and poorly controlled states of mind that 

abusive parents brought to their care-giving role. 

In times of low stress providing an acceptable 

quality of life parenting may not be an issue. 

However, children by their very nature need 

care and attention and it is this vulnerability 

and dependency that triggers the parents’ own 

unresolved abuses/rejection or other childhood 

trauma(s). In this aroused state parents may act 

defensively leading to punitive behaviours, anx-

ious/distressed or aggressive care-giving, the 

goal of which is to dismiss or reject any signs of 

need and attachment in the child. 

Perhaps not all abuses may be accounted 

for in this way. Nevertheless, as a frame-work it 

serves to demonstrate how potentially nega-

tive and hostile the environment can become 

for abused children. It is very plausible that they 

must experience powerful motivation to de-

velop alternate strategies such as those outlined 

above to help them self-regulate their affective 

state(s).

  

Implications for the therapeutic relationship

Presentday researchers in attachment 

theory (McKinsey Crittenden et. al.,  2000) while 

continuing to acknowledge the universality of at-

tachment types, are focusing more on strategies 

adopted by the threatened child to reduce exist-

ing danger rather than investigation of securely 

versus insecurely attached children. Immediate 

effects highlighted in Table 1 suggest a tendency 

to reactionary strategies - i.e. inappropriate be-

haviours that identify the child as both disturbed 

and disturbing to others (e.g. anger, disobedi-

ence, conduct disorders). Considering the long 

term effects of an abusive childhood it would 

appear that the betrayal-of-trust framework, irre-

spective of the type of abuse, would best fit the 

theme of the various symptoms presented (e.g. 

poor relationships, psychosocial difficulties, and 

fearful attachments).

“I felt my life was going nowhere and I 

couldn’t trust anyone as I had lost all trust. 

Counselling helped me understand who I 

was and where I had come from but, most 

important to me, I felt safe in the room 

and I hadn’t felt that way for many years. 

Thank you.” (NCS client).

It would appear that the undermining of the 

anticipated trust on the part of the child, i.e.that 

their carer would protect their interests, has led 

to the adoption of behavioural strategies that 

exclude attachment-based feelings for others, 
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hence a preponderance of relational difficulties 

amongst clients who have experienced abuse. 

Quantitative and qualitative feedback from 

NCS clients strongly reflected this theme: Table 2 

confirms that the “change areas” that performed 

least well for clients were the areas of “close 

relationships” and the “ability to trust”. Mean-

while, qualitative reports (Figure 1) highlighted 

the early establishment of “trust”  with their 

counsellor as the most common reason for a 

positive experience of counselling leading to a 

positive outcome.  

Sanderson (2006) recommends that treat-

ment for survivors of abuse should avoid 

protocol-driven models in favour of “providing a 

safe therapeutic environment in which they are 

emotionally present and visible and empathi-

cally attuned to the survivor”(p.38). This would 

seem to be intuitively correct in the context 

of attachment theory. Given the self protec-

tive strategies of avoidance and ambivalence, 

survivors of abuse can be expected to be very 

fearful and circumspect in relationships. The first 

intervention of the therapist is to create a safe, 

contained and trusting environment where the 

client can feel adequately supported to address 

their painful and difficult emotions. In time the 

therapist/client relationship will hopefully grow 

to an extent that the client will eventually be 

able to recognise, contain, process and regulate

 sufficient of these painful feelings to permit a 

satisfying life (Howe,2005). 

“I found my counselling excellent. He 

helped me a lot. I got a lot of support and 

encouragement from him. From the day 

I started counselling to the day I finished 

there was a massive change in me for the 

better.” (NCS Client)

Respondents in this study strongly upheld 

this Sanderson view in that 82% of all responses 

to an open question on their experience of 

counselling highlighted the quality of the rela-

tional bond with the therapist as influencing the 

therapeutic outcome.

 

Study findings

In total questionnaires returned from 352 

clients were evaluated in the current study (this 

compared with 260 in 2006). Response patterns 

from all 10 centres remained consistent across 

both studies. Study findings are summarised 

and presented using the model outlined (Figure 

1) which categorises responses into four phases 

of the counselling process: pre-counselling, be-

ginning phase, middle phase and end phase. 

Figure 1: Phases of the counselling process and client responses to NCS questionnaire

Counselling Process

Pre-Counselling Beginning-phase Middle-phase End-phase

Location Context of Abuse Views on Service Services Received

Demographics Service Contact Views on Counselling Services Desired

Administration Relationship Views on Change Endings
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Pre-counselling phase

Demographics

Gender

The gender profile of clients attending for 

counselling remains unchanged since 2006 with 

a  ratio of approximately 2:1 in favour of females. 

This is highly consistent with the findings of the 

SAVI report (2002) with respect to prevalence of 

childhood penetrative sexual experiences, refer-

enced in the introduction. However, it is in sharp 

contrast with findings regarding prevalence of 

unwanted sexual experiences in childhood. Find-

ings on this broader level of questioning sug-

gest an absence of any gender bias, indicating 

that males are less likely to seek help/support for 

abuses suffered. This reflects findings by Mahilik 

et al (2005), who found males to conform to a 

number of masculine norms including emotion-

al control and self-reliance. The study found that 

males may have difficulty or be uncomfortable 

with attending to their own needs or asking for 

support, finding it easier to avoid their needs by 

investing themselves in work. Such a sentiment 

is reflected in a male clients’ interpretation of 

waiting room behaviour:

“The only thing I noticed was how uncom-

fortable everyone looked in the general 

waiting area, I guess even though people 

didn’t know each other they just didn’t 

want other people knowing they were us-

ing the service.”

Within the current study males were found 

to be statistically more likely to engage with the 

service at a later stage in life. From the perspec-

tive of the NCS it may be useful to reflect on 

these tendencies and to consider possible im-

plications for how the service is promoted and 

accessed by men within the community.

Age

There is an indication in the findings of a 

changing trend towards an older profile of cli-

ents attending the service since the 2006 study. 

Older clients (40 -54 years) were significantly 

more likely to perceive their “counsellor’s abil-

ity to listen and understand them” as superior 

to that of younger clients (26–39 years). With-

out more investigation it is difficult to ascribe 

a particular significance to this finding. The 

temptation to suggest a correlation between age 

and outcome is unfounded given there were no 

age correlations with perceived effectiveness or 

degrees of change reported as a consequence of 

counselling.

Nationality/ethnicity

Irish citizens constitute over 90% of the client 

base with very minor representations from the 

British, European and American groups mak-

ing up the balance. Only 2% (6) of respondents 

identified themselves as belonging to an ethnic 

or minority group and of this group only one  

identified their ethnicity as Traveller.

Location

More than 90% of respondents expressed 

satisfaction with the location and access to the 

counselling service they attended. Neverthe-

less, centre location was noted to have had a 

significant effect on satisfaction ratings which 

indicates that clients did differentiate between 

centres and ranked them accordingly. 

Administration staff

Client contact with administration staff, 

whether in person or over the phone, was rated 

consistently high with over 90% of clients being 

either “satisfied” or “very satisfied” with their 

experiences.

Beginning phase 

Context of abuse

Since the 2006 study a substantial shift 

has occurred in the context of abuse reported 

by male clients. The previous study reported 

in excess of two-thirds of respondents having 

experienced abuse in institutions. The current 



29

to a life that shines life is worth living again

study reports a reduction in that figure to 29%. 

With clients reporting experiences of abuse in 

“family” and “outside family” contexts to a simi-

lar degree. Commensurate reductions are noted 

for female respondents with clients reporting 

abuse within the family context dropping from 

89% in the 2006 study to 67% in the current 

study, with the remainder of females reporting 

abuse in institutional or extra-familial contexts 

to a similar degree.

 

Contact with the service.

The majority of respondents (60%) self-re-

ferred and made contact with the service them-

selves. This method of contact with the NCS is 

consistent with the results of the 2006 analysis. 

Significant differences in outcomes between 

those whose initial contact with the service was 

made personally and those for whom counsel-

ling was arranged by somebody else were noted  

Those who self-referred experienced more 

satisfying close relationships, achieved greater 

understanding of difficulties, reported enhanced 

coping abilities and showed greater improve-

ments in self confidence as a consequence of 

their work in counselling.

  This finding can be understood by consider-

ing the dynamics of power and control as report-

ed by Sanderson (2006), whereby survivors of 

abuse may be fearful of emotional engagement 

because of concern about losing control and 

being overpowered by feelings of others. This 

finding might suggest that those who contact 

the service personally have already taken an 

important early step in making the decision 

to heal, have taken control over this decision 

and,   allied to a strong desire to change, may be 

likely to enjoy even greater success from their 

counselling. 

Relationship

The client-counsellor relationship is crucial 

for successful outcomes in therapy (Hubble, 

Duncan and Miller 1999). The views expressed 

by NCS clients in both the quantitative and 

qualitative sections of this study are consistent 

with this perspective and serve to underline 

how critical this is for a successful outcome 

in counselling. Quantitative analysis showed 

a statistically significant relationship between 

successful engagement in the counselling pro-

cess and the quality of the counsellor relation-

ship. Respondents who “found it too painful to 

continue with counselling” or “were unhappy 

with the service” rated their counsellor’s ability 

to “listen and understand” and to “work on 

important life issues” as being inferior relative 

to counsellor ratings received from those who 

remained in counselling through to a mutually 

agreed ending. Qualitative analysis enhances 

our understanding of the quality and nature of 

this relationship with the counsellor. Figure 2 

summarises the predominant themes expressed 

by respondents which centred on either posi-

tive or negative relationship experiences with 

their counsellor as a precursor to doing well or 

otherwise in therapy as reflected in the follow-

ing statement from one client:  

“My experience with (counsellor) since 

April 2002 has been very good. I had a 

very good relationship with my counsellor 

and I felt we worked very well. I’m so glad 

I made the first telephone call. At long last 

I now know what happened was not my 

fault and I can now sleep at night.”

This is highly consistent with Mearns and 

Thorne (2007), who contend that “establish-

ment of relational depth and consequent trust 

between client and counsellor was a crucial part 

of the “beginning of the counselling process” 

(p191 ). Dave, please knock down the initial caps 

in the following words below: experiences, out-

comes, counselling. I can’t get at them.
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Figure 2 Counselling experiences – the quality 

of the client/counsellor relational bond influ-

ences therapeutic outcome. 

Second to “trust” in the relationship is the 

need to be “supported”, which as reported by 

Hart et.al (1996) increases ability to be self-reli-

ant. What emanates strongly from the totality of 

statements made by respondents in this study, 

where words such as “understanding”, “caring”, 

“listening”, etc. were frequently appeared in client 

feedback, is that what makes for good therapy is 

a warm and empathic counsellor who can show 

compassion, be congruent and who strives to 

achieve connection:

“I’m really glad I took the time out and 

went to counselling. I blamed myself a 

lot over the years but ever since I went 

to counselling I now know it wasn’t my 

fault. The counsellors have been excellent 

help to me. I could feel free to talk to them 

about my abuse in the past.”

Middle phase

Client views on the NCS

In garnering views on the service, apart 

from opinions on the location and administra-

tion staff dealt with earlier, the survey focused 

on the length of time waiting before start of 

counselling. Despite resource challenges, the 

NCS is achieving high commencement rates in 

the 0 to three months timeframe in managing 

to offer appointments to approximately two-

thirds of all clients within three months of their 

initial contact with the service. Waiting times 

remain consistent with the 2006 study and, not 

too surprisingly, over 70% of clients were either 

“satisfied” or “very satisfied” with the time they 

had to wait prior to the start of counselling. In 

testing the data for information on the length of 

waiting period that could be tolerated by clients, 

it is strongly indicated that four to six months is 

the cut-off point beyond which client satisfaction 

levels rapidly deteriorate.

In addition to these more traditional mea-

sures of service many clients made direct state-

ments of a more strategic nature that reflected a 

very positive community view of the service.

“Your organisation is doing a wonderful 

job and there are a lot of souls waiting to 

go through your door!  Please always be 

there for them and thank you once again 

for all the help and support you gave me.”

Views on counselling

Client views on counselling were compiled 

from questions that focused on the counsellor’s 

abilities, the client’s perceived effectiveness 

of counselling and their view on changes that 

resulted from counselling. 

With regard to the counsellor’s abilities, 91% 

of respondents were “satisfied” or “very satis-

fied” with their counsellor’s ability to work on 

important issues, while 91% were “satisfied” or 

“very satisfied” with their counsellor’s ability to 

listen and understand them. Mearns and Thorne 

Relationship
Trust•	
Support•	
Relationship•	
Understanding•	
Listening•	
Caring•	

Relationship
Not being heard•	
Awkward•	
Age difference•	
More support•	
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(2007), when speaking of the counsellor’s use of 

self emphasis, describe it as of crucial signifi-

cance for the client and a manifestation of the 

counsellor’s commitment to their welfare. It 

can be appreciated that for survivors of abuse, 

whose life experience has taught them to expect 

rejection, fickleness and a lack of dependability 

in others, the relationship with their counsellor 

can have a most profound impact. 

Responding to a direct question on how ef-

fective counselling had been in helping to deal 

with the difficulties that prompted the client to 

seek counselling in the first place (NCS Client 

Evaluation Form: page 4: Question 17), 85% 

reported that counselling had been “effective” 

or “very effective” in addressing their difficulties. 

This was up from 82% in the previous study,  . 

Qualitative analysis of client responses to 

open-ended questions on the experience of 

counselling not only highlighted the critical 

nature of the therapeutic bond discussed above, 

but also helps us to understand the centrality of 

the client/counsellor relationship in achieving 

a positive outcome from counselling. Clients 

highlighted the person of the counselor as being 

critical to the quality of the relationship between 

the two and its subsequent outcome.

“I have to say my experience was very 

positive. With (counsellor)’s help I learned 

to live life to the full again and enjoy it.”

Notwithstanding the continued availability of 

the service, and the ongoing conduct of counsel-

ling in a professional manner, it is the individual-

ity and continuity of the counsellor that medi-

ates the outcome:

“It appeared to me to be a large turn-over 

of staff as I had three  different counsel-

lors in less than two  years. This was 

upsetting and difficult to build up the 

counselling relationship ie trust etc each 

time. I felt I had got to certain point with 

issues then my counsellor was leaving 

and I was disappointed.”

These qualitative statements were confirmed 

by quantitative analysis - a statistically signifi-

cant relationship was found to exist between 

client ratings for counsellor’s ability to work on 

important issues and perceived effectiveness of 

counselling.

Views on change   

Changes resulting from counselling were 

measured by reference to the “change areas” 

noted in Table 2. Respondents indicated a high 

degree of satisfaction reporting positive changes 

in the various areas. 

Table 2. The percentage of clients reporting positive life changes as a result of counselling. 

Change Area A Lot Better Somewhat Better Total

Change in feelings 48% 34% 82%

Close relationships 29% 36% 65%

Understanding difficulties 54% 30% 84%

How you cope 44% 33% 77%

Life improvement 47% 30% 77%

Self confidence 40% 33% 73%

Ability to trust 18% 35% 53%
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   Perhaps not surprisingly the more chal-

lenging areas in which to achieve positive 

change were “close relationships” and the 

“ability to trust others”. Earlier in this paper the 

implications for the therapeutic relationship of 

experiences of abuse were discussed using the 

betrayal-of-trust framework. It was advocated as 

being axiomatic to the symptoms experienced 

regardless of the type of abuse encountered. 

This would appear to be borne out by client re-

sponses in the current study. It may be of benefit 

for counsellors when reflecting upon their client 

work within the service to know that the great-

est challenge for clients, even those who report 

positive outcomes from counselling, is to gain 

more in terms of interpersonal functioning and 

developing trust. 

Many of the qualitative accounts reported by 

clients whose experience was positive cen-

tred on the strongly felt sense of having made 

desired life changes. Figure 3 summarises the 

major themes which emerged in terms of posi-

tive life changes reported. 

Figure 3 Client views on change: Life changes 

were regularly linked to positive outcomes

Analysis of client qualitative statements from 

which these themes emerged indicates a high 

incidence of learning:

“Our counsellor was a very nice man, very 

understanding. He listened a lot and I 

found that I learned a lot from him too. 

My life has changed so much it’s hard to 

believe (sometimes). I am much happier 

and so are our children. We take day by 

day and understand each other better.”

The notion that clients generally seek un-

derstanding / meaning, and personal agency is 

reflected by client statements such as:

“I was a mess before I started counselling. 

I had no confidence. I couldn’t see past 

one day. I felt very down and lonely. Now 

I feel more confident. I’m doing more 

things. My life is worth living again.”

Also reflected is a sense of enhanced au-

tonomy and hence coping ability. These find-

ings are consistent with the changes required 

of clients who may be experiencing avoidant 

or ambivalent attachment styles as described 

earlier. Learning comes through being in a 

relationship with a significant other (counsel-

lor) for which there is an entirely different set 

of ground rules to past experiences with carers. 

Autonomy arises from increased awareness and  

freedom to choose more appropriate behaviours 

in preference to those designed to cope with 

inconsistent/rejecting carers.

Client reports indicate that the corollary is 

also true: For those who fail to form a therapeu-

tic alliance, the outcome from counselling is un-

likely to be successful. From a service perspec-

tive, though satisfaction levels with counsellors 

were reported to be very high (90% +), it seems 

that improvement in client outcomes would be 

best addressed through a focus on client coun-

sellor relationship(s).

Major 
positive

life 
change

Life-lineLearning

Agency

Not to 
blame
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End phase

Services received/desired

A reported 14% of respondents received some 

form of service while waiting for counselling to 

commence compared to 34% of respondents who 

would have liked some form of support service if it 

were available. Respondents were invited to select 

from a menu of possible services: those services 

that either they actually availed of or would have 

used if available within their region. Responses are 

summarised in Table 3:

Notwithstanding the methodological issues 

associated with this question, there is neverthe-

less a clear picture of what service users would 

value in terms of enhanced client support/

service. The top five services sought by respon-

dents were as follows:  evening counselling 

(21%), self help support group (18%), group 

counselling (15%), helpline support (14%) and 

partner counselling (13%). 

Endings

In 56% of  the questionnaires returned clients 

reported that the decision to end counselling 

was a joint client/counsellor decision. In 18% of 

cases the client identified the counsellor as the 

person who decided to end counselling, while in 

25% of cases the client ended counselling. 

Reasons offered by clients for choosing to end 

counselling are summarised in Table 4. 

Counselling  outcomes

Qualitative analysis of client’s reported 

experiences of counselling indicate a positive 

outcome to their counselling in 75% of cases. 

This is consistent with results presented in table 

4  (57% felt ready to end: 26% ended for other 

reasons). Both these results are consistent with 

the Lambert and Bergin (1994) meta-analytic 

review covering a range of presenting problems 

and psychological interventions, which reported 

an effect size of 0.76 for outcomes in therapy, a 

figure which is approaching a large effect size. 

These results indicate that the NCS is perform-

ing to international standards in terms of the 

counselling outcomes reported by clients. 

A random selection of client qualitative state-

ments were further analysed. It is worthy of note 

that in 10% of these accounts clients made direct 

statements claiming that were it not for the 

counselling they had received that they would 

have ended their lives. 

“If I had not had this service I feel that I 

would have been unable to fill in this form 

as I would have ended my life. [My coun-

sellor] was my ‘earth angel.”

Given that the data examined was randomly 

selected then it is statistically acceptable to gen-

eralise this finding across the total data set and 

Table 3. Respondents Report of Services “Received” and “Desired” while Engaged with the Service.

Service Received Service Desired

Group Based Counselling 11% 35%

Family Based Support(s)/Counselling 13% 34%

Out-of-Hours Counselling 11% 26%

Other 5% 25%
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to suggest that it is possible that counselling 

intervention has contributed to suicide preven-

tion in approximately 32 lives over the course of 

the evaluation period. If this figure is considered 

in light of total number of clients who attended 

the NCS during this period of review, then 

the number could conceivably be significantly 

higher. This finding is truly commendable and 

deserves recognition.

Implications for practice

The counselling process was described by 

all respondents as a difficult journey fraught 

with challenges. For those who persevered, 

the reward was to reach a destination in life 

where deep and lasting changes contributed 

to a transformational experience. A summary 

of the themes which emerged most frequently 

reported are outlined below. These findings indi-

cate a range of implications for clinical practice 

with future clients.

Client Commitment

Multiple reasons prevail or recur that can pose 

difficulties for clients and impact on decisions to 

continue counselling. Typically it is their own ac-

tive commitment/engagement allied to encour-

agement and support from a valued therapeutic 

relationship that sees them through. 

Trust and safety

Trust is crucial: from the client in the counsellor, 

the process and the space. Clients cited feeling 

physically safe in the room as an enabler to be-

ing able to speak of past abuse(s).

Overcoming secrecy

Breaking silence on a secret maintained since 

childhood, elevated the importance of privacy 

and anonymity. Sharing details of the abuse, in 

many cases for the first time, was frequently 

cited as having a profoundly healing effect. 

Counsellors/therapists were regularly com-

mended for the quality of their listening, caring 

and non-judgmental response(s). 

Remembering/recall/retelling 

Regularly associated with periods of greatest 

turmoil and even re-traumatisation. The majority 

of cases where clients ended counselling prema-

turely were explained by reference to failures to 

adequately contain the great personal hurt they 

had experienced at these times. 

Understanding

Many clients reported feeling “confused” and “not 

normal” and stated that counselling had helped 

them to understand abuse and its impact upon 

them, thus helping to address these feelings.

I felt ready to end (57%)

I was unhappy with the service (2%)

Practical reasons (7%)

Counselling was too painful (8%)

I ended counselling for other reasons (26%)

Table 4. Client reported reasons for ending counselling
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Not to Blame

Blame featured prominently in client narratives. 

Sometimes clients were consciously aware 

that they held themselves to blame for their 

abuse. For other clients blame appeared as an 

underlying belief. However, in all cases where 

clients mentioned blame, it was in the context 

of feeling a great sense of relief, of being freed 

from feelings of guilt and the sense of personal 

agency derived from holding their abuser ac-

countable.

Anger

Anger was not referred to directly - which may 

reflect a degree of unacceptability concern-

ing this emotion. Client narratives included an 

alarmingly high incidence of references to self-

harm which indicates the need to help clients  

gain a sense of containment and regulation of 

angry feelings and to help facilitate clients to di-

rect anger in an appropriate way, towards those 

who abused or failed to protect them. 

Closure

Having worked through emotions such as those 

described above, many clients expressed the 

need to, or benefit of, putting things in per-

spective. Adults who have survived childhood 

abuse have experienced significant losses and 

may only come to realise and appreciate its full 

impact at the time of concluding counselling. 

Being able to assist with the need to grieve 

such losses and facilitating client’s sadness can 

be an essential part of the healing process.

The new reality

Clients described an extensive list of positive 

experiences in their lives as a consequence of 

counselling. Underlying these changes and pos-

sibly constituting good markers for an end to 

the counselling process were therapeutic move-

ments in: self acceptance/confidence; increased 

self awareness; increased opportunities to make 

choices heretofore considered impossible; 

changes in emotional readiness that created a 

new basis for action in the world.    

Conclusion

Analysis of client feedback to the NCS 

through the client evaluation questionnaire 

indicates that for former clients of the NCS their 

experience of counselling was one where they 

encountered, possibly for the first time, what it 

felt like to be in a trusting, caring relationship. 

Drawing on the available support clients found 

the confidence to heal which facilitated many 

different routes to personal change. No two cli-

ents described their experience in the same way, 

each person’s pain is unique to them. However, 

a consistent message permeating client feed-

back irrespective of the outcome to counselling 

was the notion that while the healing process is 

rarely easy it is worthwhile and rewarding:

“My counselling was excellent – I went 

through ‘lows’ and got all what I had 

been keeping secret out in the open, 

feeling confident to do so. I now am at a 

stage in my life where I feel ‘normal’ and 

in control. Thank you.

I was on the brink of self-destruction 

and through the support of my wonder-

ful counsellor and my readiness to trust 

snapped me back to what I would now 

consider a wonderful future and hungry-

ness for life!”

 As the above quotes indicate, clients can 

achieve rewards beyond the alleviation of pain 

which can bring them to a place where such 

change spawns a lifetime of growth.   
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Appendix I

 

NCS Reports 2001-2006

NCS - First Report, reviewed the period Septem-

ber 2000 to September 2001. (NCS First Report, 

2001).

NCS – Second Report, updated on NCS achieve-

ments for years two and three of its operation. 

(NCS Second Report, 2004).

SENCS Report published October 2003. The first 

formal review of the NCS from the consumer’s 

perspective, covering the first three years of 

operation (SENCS 2003).

NCS Descriptive Analysis of Client Evaluations, 

published December 2006 and covering the 

period September 2004 to April 2006. This report 

represented the first data analysis of client feed-

back collected through a client service evalua-

tion questionnaire issued to clients on comple-

tion of their counselling.

(Conlon & Murphy 2006)

Queries/comments on this article should be 

directed for the attention of Frank Reddan to 

reddanf@tcd.ie
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Free, confidential telephone counselling information: 1800 235 234

• Professional counselling & psychotherapy
• Your questions answered

www.hse-ncs.ie

National Counselling Service
for adults who were abused in childhood

Client Evaluation Questionnaire
Counselling - Your chance to tell us what you think...



38

to a life that shines life is worth living again

Appendix II NCS Client Evaluation Questionnaire 

www.hse-ncs.ie

Your Views about Counselling

Whilst a fully completed questionnaire would be of most 
assistance to us, you may skip any question that you find 
uncomfortable.   

Todays Date:   

SECTION ONE – ABOUT YOU

1.  Are you...

  Male         Female

How old are you?   

2.  What is your nationality?   

3.  What is your ethnic or cultural background? Choose 
ONE section from A to D, then tick the appropriate box.

A.  White

  Irish

  Irish Traveller

  Any other White background

B.  Black or Black Irish

  African

  Any other Black background

C.  Asian or Asian Irish

  Chinese

  Any other Asian background

D.  Other, including mixed background

Other, write in description  

4.  Do you have a disability?

  Yes       No

If yes, please indicate: 

  Seeing

  Hearing

  Speaking

  Mobility / Agility

  Pain

  Breathing

  Learning

  Intellectual

  Memory

  Emotional, Psychological, Mental Health

  Any other difficulty (specify)

  

5.  Where did you experience abuse as a child? 
(please tick ALL that apply to you)

 Within an Institution (e.g. a children’s home/foster home)

 Family (parent, grandparent, uncle/aunt, brother/sister, cousin) 

 Outside your family 
 (neighbour, teacher, babysitter, member of religious order)  

If other, please state: 

  

  

Page 2
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Appendix II NCS Client Evaluation Questionnaire 

Freephone: 1800 235 234

6.  Were you referred to the service by somebody else?

  Yes       No

7.  Approximately how long did you attend for  
counselling?

  0–3 months

  4–6 months

  7–12 months

  1-2 years

  3-4 years

  5+ years

8.  What type of counselling did you receive? 
(please tick ALL that apply to you). 

  One to one

  Group counselling

  Couple counselling

  Family counselling

9.  Regarding the ending of the counselling, please read 
through A - D below and tick what best describes how 
your counselling ended.

A.    I decided to end

  I felt ready to finish

  I found counselling too painful

  I was unhappy with my counsellor

  I couldn’t attend for practical reasons 
 (eg. childcare, lack of transport, time of appointment)

B.    My counsellor decided to end

  I was happy with this decision

  I was unhappy with this decision

C.    We both decided to end

D.    My counsellor left the service / went on leave

SECTION TWO – YOUR VIEWS ABOUT THE 
COUNSELLING SERVICE

Please tick ONE box per question.

10.  How satisfied were you with office personnel that 
you dealt with (receptionists, administrators) on the  
telephone or in person? 

  Very dissatisfied

  Dissatisfied

  Neither satisfied / dissatisfied

  Satisfied

  Very satisfied

11 (a).  How satisfied were you with the location of the 
counselling service?

  Very dissatisfied

  Dissatisfied

  Neither satisfied / dissatisfied

  Satisfied

  Very satisfied

11 (b).  How satisfied were you with the physical access 
to the counselling premises?

  Very dissatisfied

  Dissatisfied

  Neither satisfied / dissatisfied

  Satisfied

  Very satisfied

12.  How long did you have to wait before you started 
counselling? (please tick ONE)  

  Less than a month

  1 – 3 months

  4 – 6 months

  13 – 18 months

  7 – 12 months

  18 months +

Page 3
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Appendix II NCS Client Evaluation Questionnaire 

www.hse-ncs.ie

Please add any comments

13.  How satisfied were you with the length of time you 
had to wait before starting counselling?  

  Very dissatisfied

  Dissatisfied

  Neither satisfied / dissatisfied

  Satisfied

  Very satisfied

SECTION THREE – YOUR VIEWS ABOUT YOUR 
COUNSELLOR

14.  How satisfied were you with your Counsellor’s ability 
to listen and understand you?

  Very dissatisfied

  Dissatisfied

  Neither satisfied / dissatisfied

  Satisfied

  Very satisfied

15.  How satisfied were you with your Counsellor’s ability 
to work with you on important issues in your life?  

  Very dissatisfied

  Dissatisfied

  Neither satisfied / dissatisfied

  Satisfied

  Very satisfied

16.  How satisfied were you that the Counsellor’s  
approach suited you?  

  Very dissatisfied

  Dissatisfied

  Neither satisfied / dissatisfied

  Satisfied

  Very satisfied

Are there any comments you would like to add 

SECTION FOUR – YOUR VIEWS ABOUT YOUR 
COUNSELLING

17.  Overall, how effective was counselling in helping 
you to deal with the difficulties that led you to seek help 
in the first place?  

  Very ineffective

  Not effective

  Neither effective / ineffective

  Effective

  Very effective

Page 4



41

to a life that shines life is worth living again

Appendix II NCS Client Evaluation Questionnaire 

Got a lot better

Somewhat better

Neither better/worse

Somewhat worse

A lot worse

Not relevant

www.hse-ncs.ie

18.  How much if any of the following areas have 
changed for you as a result of going to counselling? 
Please tick the box that applies.

Ability to cope  
with your feelings                

Close relationships                

Understanding of  
your difficulties                 

Your way of dealing  
with stress                

Improving your  
everyday life                

How you felt about 
yourself generally                

Your ability to trust 
in others generally                

More comfortable in 
how you relate sexually                

Other areas that have changed for you, (please detail):  

19.  We are always trying to improve our service.  
From the list below, can you identify the 3 things that 
you think are important in helping people to get the 
most out of counselling:- Please number your TOP 3  
preferences (1 being your most preferred):

  More individual counselling

  Counselling in a group

  Individual counselling for my partner or family member

  Counselling for my family together

  Social work support

  Access to parenting classes

20.  In relation to attending counselling, please tick the 
most important item below that would make your  
attendance easier.  

  Counselling between 9.00 and 5.00

  Counselling at lunchtime

  Evening counselling between 5.00 and 8.00 pm

  A choice of female or male Counsellor / Therapist

21.  What would have helped you while you were waiting 
for counselling:

22.  What were your expectations of counselling?  

23.  Did your experience of counselling match with /  
differ from your expectations?

  Yes       No

How? 

Page 5
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Appendix II NCS Client Evaluation Questionnaire 

Freephone: 1800 235 234

24.  If you attended for Group Counselling, we would like 
to hear about your experiences and views. Please tell us 
what you think about the group counselling you attended.

25.  An evening counselling helpline is now available 
(Freephone 1800 235 235)

Did you avail of the helpline at any time?

  Yes       No

If YES, how satisfied were you with the service? 

  Very dissatisfied

  Dissatisfied

  Neither satisfied / dissatisfied

  Satisfied

  Very satisfied

Please add any comments you wish.

26.  Is there anything else you would like to add about 
your experience of attending counselling or any  
suggestion you would like to make? Please comment.

27.  Please tick here if you are happy for us to include 
anonymous samples of your comments in any  
publications we produce. 

 

Thank you for taking the time to complete this  
questionnaire and please return it in the pre-paid  
envelope provided.

Finally, it might be helpful for you to know that the 
National Counselling Helpline Service is available  
on Wednesdays and Thursdays between 6 - 10pm and 
Friday to Sunday 8pm to midnight – on Freephone 
1800 235 235.

If you would like to receive a summary of the  
evaluation results when they become available, 
please contact the National Counselling Service  
Information Line at Freephone 1800 235 234 to be 
put through to your area and tell the administrative 
staff your address. The results will also be available 
on the NCS website www.hse-ncs.ie.

D
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Abstract

In preparing this article counsellor/thera-

pists and the Director of Counselling in Avoca 

Counselling Service reflected on the theoretical 

approaches which have informed their clinical 

work with clients in the HSE National Counsel-

ling Service. By means of structured questions 

they examined how their approach to therapy 

has been influenced through ongoing client con-

tact and clinical practice within the HSE National 

Counselling Service. This yielded information on 

how the process of working therapeutically with 

deep trauma and childhood abuse has led to a 

development of both theory and practice. The 

challenges of working with complex trauma are 

discussed. So is the manner in which new skills 

have evolved over time to meet these challeng-

es. The importance of self-care for therapists is 

emphasised as a means of sustaining the quality 

of work and the wellbeing of the therapists 

working in this specialised service. 

Introduction

One of the strengths and noteworthy qualities 

of the HSE National Counselling Service is the 

variety of backgrounds and previous experience 

which the counsellor/therapists bring to their 

clinical work with clients. Therapists may have 

worked in other settings such as nursing, social 

work, addiction counselling, clinical psychology 

and counselling psychology. Organisational and 

voluntary settings have also provided therapists 

with a rich diversity of training, experience and 

exposure to various models of counselling and 

psychotherapy. 

Therapists are drawn to work in a way that 

accommodates their theoretical beliefs regarding 

human behaviour and which fits with their own 

individual mode of expression. This will then 

lend itself to a model of working which seeks to 

alleviate human suffering in particular ways. 

The HSE National Counselling Service (NCS) 

is a specialised service for people who have 



47

“By learning to tolerate distress in 
the here and now the client learns to 

endure the distress without acting on it”
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experienced childhood abuse and trauma, the 

nature of which may be physical, emotional, 

sexual, psychological or neglectful. Clients who 

attend the HSE NCS all come with a background 

of childhood trauma or abuse of some kind 

which they wish to address. 

The HSE NCS now has 10 years of experi-

ence of clinical work with clients which provides 

a rich pool of experience on which to reflect and 

analyse. With this in mind, the question arose as 

to how the therapeutic orientation and clinical 

practice of therapists has evolved and changed 

over the last 10 years. This is the question which 

staff at Avoca Counselling Service sought to an-

swer by reflecting on how our therapeutic ideas 

and constructs have developed over the course 

of our work in the HSE NCS. 

A series of questions were formulated and re-

sponded to by the counsellor/therapists at Avoca. 

These responses are summarised in Table 1.

The purpose of this article is to outline this 

exploration so as to enhance our understand-

ing of complex trauma, how it manifests in the 

therapy room, and to consider what effective 

treatments have emerged which enable clients 

to deal with the impact of childhood trauma on 

their adult lives. 

Emerging from the data is an interesting 

pathway showing a synthesis of various ap-

proaches. Therapists have added “tools” to their 

tool box of techniques while deepening their 

theoretical understanding of the impact of child-

hood trauma.

The Necessity for a Multi-faceted Approach 

The approach to counselling within the HSE 

NCS is one of embracing the whole person with 

their complex history and many different needs. 

Clients attend the NCS  because of their child-

hood experiences but their adult lives come with 

them into the therapy room and can be the focus 

of many therapy sessions. The foundation stone 

for all therapy as identified by the therapists in 

this article is an accepting, non-judgmental rela-

tionship which creates a climate of safety for the 

client. However, with complex trauma, clients 

may feel very unsafe with themselves and with 

the world. This can manifest in an escalation of 

symptoms if the depth and the pervasiveness of 

the trauma are not constantly monitored. This 

is not always apparent in the early sessions as 

the client may have learned ways of functioning 

and presenting themselves which can begin to 

unravel as they uncover the layers of trauma in 

their early lives. 

Understanding Complex Trauma  

The diagnosis of post-traumatic stress dis-

order was first included in the Diagnostic and 

Statistical Manual of Mental Disorders in 1980. 

Research during the 1990s and particularly the 

work of Judith Herman (1992) highlighted many 

complex conditions which needed a further 

conceptualisation. This applied particularly to 

individuals exposed to trauma during their child-

hood years who displayed many symptoms not 

included under the heading of post-traumatic 
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Table 1: Evolving Practices: Summary of Avoca Counsellor/ Therapist Reflections 

The table below summarises counsellor/therapist responses to a series of questsion which looked at 

how theory and practices had evolved over the course of their work with the NCS.

Therapist 1 Therapist 2 Therapist 3 Therapist 4 Therapist 5

Time working with HSE NCS 10 years  10 years 3 years 10 years 8 years

Therapeutic Orientation when first 
starting in  HSE NCS

Person- centred, humanistic Humanistic integrative Family systems psychotherapy Psychoanalytic psychotherapy Person-centred 

Needs identified  in practice  over time  
span  working in  HSE NCS

Need for groundwork, preparation and 
practical skills for managing emotions 
and complex client  responses  which 
may arise during  therapy 

N  know and understand different  
models of trauma and integrate with 
humanistic approach

Need to focus on how individual clients  
construct their own personal meaning 
from their own  experience

Need to address complex and 
multifaceted presentation while also  
establishing  positive transference 
with client 

Need for psychoeducational  input 
regarding impact of  developmental 
trauma. Essential need to be aware of 
transference and countertransference as 
it manifests in the therapy room

Training which has been helpful to 
provide knowledge and skills

Workshops by Babette Rothschild and 
Christine Courtois organised by HSE 
NCS

Theoretical and practical study of 
Dialectical Behaviour Therapy 

Certificate course in UK with Babette 
Rothschild

Workshops in Hakomi

Certificate in Sensori-Motor 
Psychotherapy

Narrative Therapy 
which allows client to construct a new 
view of themselves with new possibilities

Training in Attachment Theory

Workshops in Psychoanalytic Theory

Group Analytic Training

Workshop  with Christine Courtois 
organised by HSE NCS was particularly 
helpful

Workshop on Sensori-Motor 
Psychotherapy

What was specifically helpful about this 
approach in working with clients

Integration of concept  of  Radical 
Acceptance with  Mindfulness and 
Behavioural Skills

Skills and knowledge taken from 
evidence-based training and approaches  
to trauma

Invitation to   client to re-author their own 
life   story. Gives a sense of  agency and  
of being a survivor rather than a victim

The group analytic training helps 
to hold the level of trauma within 
the therapy group. It also informs 
thinking with individual clients

The emphasis on safety as a basis for 
therapy. 

The reinforcement of the long-term 
nature of therapy to address impact of 
trauma

Aspects helpful to  self-care as a 
therapist 

Mindfulness meditation as a means of 
maintaining inner calm 

The mindfulness approach to releasing 
somatic trauma makes the work with 
clients less exhausting 

Identified a current absence of  trauma 
training which was supplied in the past in 
the HSE NCS 

Emphasised the essential need for this 
training as an aid to self care

The level of support in the group 
training is very sustaining in working 
with the density of trauma with 
individual clients and groups

An increased sense of confidence in 
own skills as a therapist 

This deeper understanding of the 
importance and the value of the work is 
personally sustaining as a therapist

stress disorder. Included in this would be many 

psychological problems such as anxiety, depres-

sion, self-hatred, and substance abuse. Individu-

als also experience a high level of somatic and 

medical conditions. A diagnosis of ‘complex 

trauma’ also described how traumatic early 

attachment experiences can lead to ongoing dif-

ficulties in all relationships in adult life.

Adults who attend for counselling in the 

HSE NCS very often present with these long-

term and ongoing symptoms which can include 

self-harm, risk-taking and re-victimisation. As 

therapists, we need ways and means of working 

therapeutically with these symptoms and we 

also need ways of sustaining ourselves in this 

work on  a long-term basis.



49

to a life that shines working therapeutically with childhood trauma

Seeking additional knowledge to address 

complex trauma

Study, reading, consultation, supervision 

and training have all been named as essential 

components by the therapists who collaborated 

in writing this article. These activities all inform 

the thinking of the therapist and contribute to a 

formulation of the clients’ needs. However, in 

practice there are many factors to be considered 

in a service where clients present with such a 

variety of backgrounds. The attachment style, 

the ego strength, the developmental stage of the 

client, the support system and other resources   

which may or may not be available to the client, 

may determine how the work is approached. 

On a practical level, the therapist may also be 

Table 1: Evolving Practices: Summary of Avoca Counsellor/ Therapist Reflections 

The table below summarises counsellor/therapist responses to a series of questsion which looked at 

how theory and practices had evolved over the course of their work with the NCS.

Therapist 1 Therapist 2 Therapist 3 Therapist 4 Therapist 5

Time working with HSE NCS 10 years  10 years 3 years 10 years 8 years

Therapeutic Orientation when first 
starting in  HSE NCS

Person- centred, humanistic Humanistic integrative Family systems psychotherapy Psychoanalytic psychotherapy Person-centred 

Needs identified  in practice  over time  
span  working in  HSE NCS

Need for groundwork, preparation and 
practical skills for managing emotions 
and complex client  responses  which 
may arise during  therapy 

N  know and understand different  
models of trauma and integrate with 
humanistic approach

Need to focus on how individual clients  
construct their own personal meaning 
from their own  experience

Need to address complex and 
multifaceted presentation while also  
establishing  positive transference 
with client 

Need for psychoeducational  input 
regarding impact of  developmental 
trauma. Essential need to be aware of 
transference and countertransference as 
it manifests in the therapy room

Training which has been helpful to 
provide knowledge and skills

Workshops by Babette Rothschild and 
Christine Courtois organised by HSE 
NCS

Theoretical and practical study of 
Dialectical Behaviour Therapy 

Certificate course in UK with Babette 
Rothschild

Workshops in Hakomi

Certificate in Sensori-Motor 
Psychotherapy

Narrative Therapy 
which allows client to construct a new 
view of themselves with new possibilities

Training in Attachment Theory

Workshops in Psychoanalytic Theory

Group Analytic Training

Workshop  with Christine Courtois 
organised by HSE NCS was particularly 
helpful

Workshop on Sensori-Motor 
Psychotherapy

What was specifically helpful about this 
approach in working with clients

Integration of concept  of  Radical 
Acceptance with  Mindfulness and 
Behavioural Skills

Skills and knowledge taken from 
evidence-based training and approaches  
to trauma

Invitation to   client to re-author their own 
life   story. Gives a sense of  agency and  
of being a survivor rather than a victim

The group analytic training helps 
to hold the level of trauma within 
the therapy group. It also informs 
thinking with individual clients

The emphasis on safety as a basis for 
therapy. 

The reinforcement of the long-term 
nature of therapy to address impact of 
trauma

Aspects helpful to  self-care as a 
therapist 

Mindfulness meditation as a means of 
maintaining inner calm 

The mindfulness approach to releasing 
somatic trauma makes the work with 
clients less exhausting 

Identified a current absence of  trauma 
training which was supplied in the past in 
the HSE NCS 

Emphasised the essential need for this 
training as an aid to self care

The level of support in the group 
training is very sustaining in working 
with the density of trauma with 
individual clients and groups

An increased sense of confidence in 
own skills as a therapist 

This deeper understanding of the 
importance and the value of the work is 
personally sustaining as a therapist
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required to deal with requests for a report or 

there may be other considerations such as child 

protection issues. How the client deals with 

these situations may lead to a retriggering of 

early trauma which will need to be addressed in 

the here-and-now in the therapy room. 

Psycho-educational Input

The nature of complex trauma  

Many clients have a deep belief that there is 

something ‘wrong’ with them. Integrating a psy-

cho-educational approach into the therapy can 

be very reassuring for clients who can begin to 

see that their symptoms are a ‘normal’ response 

to an ‘abnormal’ situation. Discussing with cli-

ents how the emerging sense of self is affected 

by ongoing traumatic experiences can help 

clients to deal with deep feelings of self-blame 

and self-hatred. Discussing childhood develop-

mental stages and the needs that children have 

can be enlightening for clients as they struggle 

to understand their own childhood but also 

can assist them as they rear their own children. 

This psycho-educational input is experienced as 

validating by the client as it helps to make sense 

of their own confusion. Therapists who may 

have worked in a very person-centred way have 

found this extra input particularly valuable when 

working with traumatised clients. 

Physiological responses 

Scientific advances and research have given 

more information regarding the inextricable 

links between physical and psychological experi-

ences. The work of Babette Rothschild (2000) 

stresses the importance of body awareness both 

for the client and the therapist. Her explanations 

of how the central nervous system works and 

how traumatic hyperarousal can be identified 

and managed can be used appropriately in the 

therapy room and discussed with clients. Roth-

schild (2006) has also stressed the importance of 

therapists taking care of themselves and reduc-

ing their own stress levels within the therapy 

sessions. 

Treatment interventions

Treatment principles

Christine Courtois has researched and writ-

ten in the area of complex trauma. She recom-

mends that the following treatment principles 

should underpin practice with this client group 

(Courtois et al., 2005):

Treatment must enhance the client’s ability to 1. 

manage extreme arousal states.

Treatment should enhance the client’s sense 2. 

of personal control and self-efficacy.

Treatment must assist the client in maintain-3. 

ing an adequate level of functioning consis-

tent with her or his past and current lifestyle 

and circumstances.

Treatment must enhance the client’s ability 4. 

to approach and master rather than avoid 

experiences (internal bodily-affective states 

as well as external events) that trigger intru-

sive re-experiencing, emotional numbing and 

hyperousal or hypoarousal.

Therapists must be aware of and effectively 5. 

manage client’s transferential reactions and 

counter-transference

“helping the client 
to make sense of their 

own history is the corner 
stone of deeper work”
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The Therapeutic relationship

All of the therapists who collaborated in this 

article share similar conclusions to Courtois 

(2004, 2005). They have stressed the importance 

of establishing a good working relationship with 

the client. Listening and helping the client to 

make sense of their own history and life story 

is the corner stone of deeper work (White and 

Epston, 1990). This includes being very aware of 

transferential and counter-transferential issues.

In long-term therapy, such as that offered in the 

HSE  NCS, these issues present over and over 

again as the work progresses. The creation of a 

climate of safety within which the work can take 

place will be especially important and can be 

particularly difficult to establish with clients who 

have experienced traumatic attachments in early 

life. In this regard an in-depth understanding of 

attachment theory is helpful. 

Sensori-motor psychotherapy

This method assists clients to process trau-

matic memories by working with bodily sensa-

tions (Ogden, 2006). (The theoretical hypothesis 

is that individuals have somatised their feelings 

and adapted a way of being in the world to 

accommodate their experience of trauma and 

their perceived fear of further abuse. Therapy is 

conducted very much at the client’s pace and is 

supportive and challenging and non-threatening. 

Explanations of how the body holds trauma can 

be enlightening for clients and help them under-

stand their own physical reactions. 

Behavioural Skills 

When working with complex trauma, the tim-

ing and safety of all interventions are important. 

A client can become destabilised and so we 

must back away from the trauma, provide sup-

port and skills to deal with this before approach-

ing the trauma again. 

The theory and approach of Dialectical Be-

haviour Therapy offers a useful approach in this 

regard. As devised by Marsha Linehan (1993), 

DBT is a very structured approach with very 

formal requirements. However, the conceptual 

framework has been very applicable to clients 

with complex trauma. It is a biopsychosocial 

theory which demonstrates how a biologically 

vulnerable individual who is reared in a perva-

sively invalidating environment will experience 

serious difficulties with emotional regulation in 

adult life. Emotional dysregulation is attributed 

to a mixture of biological vulnerability, emotion-

al sensitivity and environmental traumatic expe-

riences. The principles of DBT can be adapted to 

working with clients to provide grounding and 

stabilising and this helps the client to have inter-

nal and external resources to call on when they 

are processing their experiences of trauma.

By means of Mindfulness and other observa-

tional and participatory skills the client can learn 

to shift attention towards the trauma or away 

from the trauma. By learning to tolerate distress 

in the here and now the client learns to endure 

the distress without acting on it. Emotional in-

tensity can be reduced by increased knowledge 

and education about primary and secondary 

emotions. 

Transference and counter-transference 

The maintenance of an ‘analytic stance’ 

which involves constant monitoring of trans-

ferential and counter-transferential issues is a 

necessity when dealing with complex trauma. 

Understanding the psychological defence 

mechanisms, such as splitting, and how these 

can manifest in the therapeutic relationship, re-

quires frequent attention from the therapist. This 

theoretical understanding underpins the work 

and provides support for the therapist (Ulman 

and Brothers, 1993; Chu, 1998).

Group work

As clients progress through their individual 

therapy they may decide to take part in group 

work which will give them the opportunity to 

process their feelings in the company of others. 
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All of the issues mentioned above which arise in 

individual therapy will have an added dimen-

sion in a group and challenge the client in many 

ways. Clients will gradually be able to address 

how they relate to other people as the dynamics 

in the group develop. Group analytic training 

has been found to be strengthening and sustain-

ing for the therapist when conducting a group 

whose members have a history of trauma. 

Self-care for therapists 

As therapists, we are a mirror and a model 

for the clients with whom we sit. The skills we 

seek out to help us in our work with clients are 

also the skills we can use as part of our own self-

care. Each client we see is on a personal journey 

and we accompany them and so both therapist 

and client are affected by what happens in the 

therapy room (Rothschild, 2006). Exposure to 

trauma has been shown to bring about physi-

cal changes and so vicarious traumatisation is 

something which all therapists must monitor 

and take positive action to restore themselves if 

impacted.

Ongoing training, reading and discussion 

within one’s area of interest are a vital part of 

this process. The variety of approaches and 

orientations which the therapists in the HSE NCS 

bring to the service are thus a rich resource for 

teams who can benefit from shared knowledge 

and experience. This broader knowledge and 

experience also  benefits clients who are offered 

a highly specialised response to developmental 

trauma. Increased confidence in their own thera-

peutic skills helps the therapists to value their 

work and to value themselves in the work. 

Concluding comments

Since its foundation in 2000, the therapists 

in the HSE NCS have reflected on, studied, and 

developed their approaches to working with 

clients who have experienced childhood abuse 

and trauma. There now exists a well developed 

and highly trained staff who offer this service to 

clients. Each therapist brings their own talents 

and knowledge to the work and as clients have 

learned to live more skilfully, so too have the 

therapists learned to work more skilfully with 

the impact of childhood trauma. Just as therapy 

itself is a developmental process which clients 

undergo, working with trauma on an ongo-

ing basis is also for therapists a process which 

requires them to develop their skills and dig 

deeply into their own personal resources. 

What emerges from the work of the NCS 

over the last 10 years is that traumatised clients 

who present with a wide variety of symptoms 

require specialised skills and knowledge and 

that this knowledge can and is integrated into 

the therapist’s existing therapeutic orientation. 

Each therapist has developed a way of working 

which complements their own style and person-

ality and this becomes “a way of being” as much 

as a “way of working”. Sensori-motor psycho-

therapy, narrative therapy, dialectical behaviour 

therapy, analytical group therapy, for example, 

have all been found useful by the therapists who 

collaborated in this article. Knowledge and skills 

have been developed incrementally over the last 

10 years. However, in order for such knowledge 

to be effective, it must be based on the founda-

tion of a non-judgmental and validating thera-

peutic relationship. 

The past, the present and the future are all 

impacted by complex trauma. However, we 

must live our lives in the present. If we can 

“both therapist 
and client are affected 

by what happens in 
the therapy room”
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make our present lives more satisfying by inte-

grating past experiences, then we are creating 

a better future for ourselves and others. Various 

ways and means of achieving this integration 

are evolving and will continue to evolve as we 

learn more from the associated fields of psychol-

ogy, neurology, biology, sociology, to name just 

some of the areas of current research. As we en-

deavour to apply this knowledge in the therapy 

room we can work towards further refinement of 

the therapeutic process and enhancement of the 

therapeutic outcome for clients who attend the 

HSE NCS.
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Abstract 

Shame has been a neglected area in the 

theory and practice of psychoanalytic psycho-

therapy. However as I reflected on the stories of 

the clients who attend the National Counselling 

Service, a recurrent theme that they speak of 

is shame. Many say that it is not only difficult 

to talk of the shame they feel but to let it go. 

Shame, in particular isolates, and de-legitimises 

ones suffering and objectifies body and voice. 

In this paper I propose to explore the  varying 

theoretical concepts of shame in the hope of 

gaining a deeper understanding of its pervasive 

effect in the lives of our clients as well as its ef-

fect in the therapeutic setting. 

    

Prologue

 “We all know that Oedipus killed his 

father and slept with his mother, that when he 

discovered who he had killed and who he had 

married, he blinded himself. Oedipus’s self- 

blinding is an expression of his shame. Shame 

is also linked with Oedipus’ birth. Shame marks 

the beginning of Oedipus story – Jocasta and 

Laius attempt to murder their son by having 

him abandoned on a mountain with his ankles 

pinned together when he was three days old. 

Parental murderousness is the very context of 

his life. As an adult Oedipus states, while look-

ing at his deformed feet, ‘I have borne the marks 

of that shame as long as I can remember’.

Oedipus explains why he blinded him-

self rather that kill himself– ‘I could not 

bear to have eyes to see my father and 

my mother when I came to the house 

of death.’  This act of self mutilation is a 

special act of violence in the history of 

Oedipus’s own murderousness. In this act, 

Oedipus takes upon himself not only his 

own violence but also the violence of his 

parents toward him.

Weber Nicholson, (S., 2003)      
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“I think the tragic feeling is evoked in us when 
we are in the presence of a character who is 

ready to lay down his life, if need be, to secure 
one thing – his sense of personal dignity.”

Arthur Miller, Tragedy and the Common Man

I have chosen this reading of the Oedipal 

myth to draw attention to the link between birth, 

death and murderous rage in individual shame 

and in the transmission of trans-generational 

shame and violence. My purpose in this paper is 

to explore varying therapeutic understandings 

of shame in the hope of opening a dialogue on 

its origin, nature and affect particularly in rela-

tion to clinical work with clients who have expe-

rienced childhood abuse. As psychotherapists 

our clinical work is organised and informed by 

particular theoretical perspectives. As an individ-

ual analytical psychotherapist and group analyst 

in training, I experience my clinical work from 

eclectic psychoanalytic perspectives,  Freudian, 

Lacanian, Object relations and Group analytic.

Introduction

Shame is a complex phenomenon. It can be 

understood on many levels – psychological, an-

thropological, biological, and cultural. Because 

of its pervasive yet hidden nature it is often dif-

ficult to recognise or talk about it. Shame is part 

of being human, but shame’s more pathological 

marked, destructive paralysing symptoms, are 

often more obvious in those who have expe-

rienced childhood abuse. Shame is also often 

linked with aggression. Gilligan (1996:110-111) 

suggests that “the emotion of shame is the pri-

mary or ultimate cause of all violence, whether 

toward others or toward the self”.  

In the Genesis Story, shame came into exis-

tence, along with mortality, physical toil, and the 

pains of childbirth and is often interpreted with 

self-consciousness of one’s body and aware-

ness of wrongdoing. In the ancient Greek world, 

shame was linked to the body etymologically 

and the fear of revealing oneself as being closer 

to an animal than a god, of being no more 

than flesh and ruled by it, concomitant with the 

ignominious need to conceal oneself and crouch, 

rather than to be able to stand or walk tall — im-

ages associated by contrast with honour and 

pride.

Childhood abuse 

Shame is often a prominent impact of child 

neglect, child abuse and a host of other crimes 

against children. Childhood abuse has received 

increased attention in the past several decades. 

Different types of child abuse, whether sexual, 

physical or emotional abuse or neglect, co-exist. 

Abused children often have to contend with a 

host of other difficulties as well — childhood dis-

ability or ill-health, parenting problems, parental 

history of being a child victim of abuse, paren-

tal mental ill-health or emotional impairment, 

parental substance misuse, domestic violence, 

poverty (Jones & Ramchandani, 1999) or paren-

tal loss through imprisonment, institutionalisa-

tion or death  (McQueen, Kennedy, Sinason, 

Maxted,  2008:11).

People who have experienced sexual, physi-

cal or emotional abuse are more likely to have 

difficulties in intimate relationships and often 

describe their own adult relationships as less 
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rewarding, less stable, or  more violent and 

abusive (Mullen, Martin, Anderson, Romans, & 

Herbisnon 1996). 

Finkelhor, writing in the preface to  John 

Briere’s 1992  Child Abuse Trauma: Theory and 

Treatment of the Lasting Effects suggests that 

there has been a trend over the last decade 

towards the ‘balkanization’ of child abuse that 

is a dividing sexual abuse from physical abuse, 

incest from sexual abuse, Munchausen by proxy 

from everything else and so forth. He states that 

the sexual abuse problem did have its unique 

aspects such as a diagnosis relying more on 

interview skills than on psychical examination 

because of its interlinks with the criminal justice 

system. He suggests that the study of child 

abuse is developing in a lopsided, competitive 

way and that this may not be in the true inter-

est of children. For example, emotional abuse 

may be the cornerstone of all abuse yet is has 

received relatively little study by profession-

als. Neglect is the largest portion of some child 

protective services caseloads, yet it has not 

mustered much excitement from researchers, 

professionals or the media. Finkelhor calls for 

the development and the recognition of a com-

mon body of knowledge for workers in the field 

that includes and cuts across all aspect of the 

abuse.  In my view many of the issues related to 

neglect and emotional abuse are closely related 

to shame. They are difficult to name or to talk 

about. Implicit in issues of extreme neglect and 

emotional abuse is a shunning or ostracising 

of the needs of the child and the objectification 

and denial of personhood. Therapists working 

in NCS have acquired knowledge and expertise 

regarding the impact of childhood abuse and 

have valuable contributions to make within the 

Irish context. 

Many studies have been conducted to ex-

plore the psychological consequences that result 

from childhood abusive experiences, whether 

they are sexual, physical, and emotional or 

neglect. Adult problems in self-perception and 

self-acceptance, relationship to others, and a 

problematic worldview can often be under-

stood as the logical consequences of childhood 

maltreatment(Briere (1992). There is evidence 

of the intergenerational effects of violence and 

abuse. Some children who are maltreated may 

go on as adults to maltreat their own children. 

The children of people who have been sexually 

abused are at greater risk of being abused them-

selves. Sometimes the effects of child abuse 

remain hidden and only emerge at key times in 

later life.  

At a cognitive level, children may blame 

themselves for their suffering and thereby retain 

the idealised version of their care-giver, as well 

as retaining a sense of control. They believe that 

they themselves are the cause of their mis-

ery and therefore, one day, if they manage to 

behave better, they may finally get the love and 

care that they need. They are ‘ashamed’ of who 

they are and hope to be restored so as to be 

loved and cared for. 

This moral defence is a powerful one and is 

maintained because not only does it ward off 

the sense of utter helplessness that humans 

cannot bear, but it also gives the individual 

some hope of something better (Fairbairn, 1953). 

Unfortunately it reinforces the attachment and 

identification with the abusing ‘Other’ (parent, 

carer, teacher, priest, institution). Addressing 

this ‘traumatic attachment’ and its cognitive dis-

“the emotion of 
shame is the primary 

or ultimate cause of 
all violence”
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tortions is central to the treatment of clients with 

a history of child abuse. (McQueen, Kennedy, 

Sinason & Maxted 2008:50)

Symptoms of chronic shame and guilt inhibit 

the ability of a person who has experienced 

childhood abuse and/or institutional abuse to 

talk or process their experiences. Shame in 

particular isolates, and de-legitimises one’s 

suffering and objectifies body and voice.The 

experience of early childhood incest and sexual 

abuse may lead later to the development of an 

internalised shame state. It is well documented 

that men and women who have suffered moder-

ate and severe levels of sexual abuse present 

with significant levels of internalised shame. Fin-

kelhor and Brown (1985) contend that this deep 

sense of stigmatisation may cause survivors to 

participate in activities that reinforce low self-

worth. This raises the question as to the whether 

there are varying levels of pathological shame 

depending of the type of childhood trauma one 

has experienced.

Is it possible to distinguish between shame 

and guilt?

Guilt, as Freud saw it, motivates the need 

for punishment as punishment relieves guilt 

feelings. There is the possibility of ‘acting’ or 

‘doing’ to remove the guilt. Jacques Alain Miller 

(2006: 12-13) suggests that “perhaps we can 

formulate that shame is a primary affect in rela-

tion to the Other” and that “guilt is the effect on 

the subject of an Other that judges, thus of an 

Other that contains the values that the subject 

has supposedly transgressed.” He continues, 

“By saying that this affect (shame) is primary 

one is no doubt seeking to differentiate it from 

guilt.” Miller suggests that “one could try saying 

that guilt is related to desire”, whereas shame is 

related to the jouissance that touches on what 

Lacan (1966:771) calls “that which is most inti-

mate in the subject”. 

Shame is the involvement of the whole self 

in the act of shame. Unlike the guilty act, for 

which one can make confession, expiation, pen-

ance or reparation, the shameful act requires 

an alteration of the person. Gilligan (1996:113) 

states that the more harshly we punish crimi-

nals, or children, the more violent they become; 

because the punishment increases their feelings 

of shame and simultaneously decreases their 

capacity for feelings of love for others, and of 

guilt toward others.  The ability to bear shame is 

important in the same way as the ability to bear 

depression and guilt. The avoidance of shame 

prevents a person from thinking and perceiv-

ing reality; it puts in motion a denial of reality 

which is broader than that effected by simple 

regression, and causes the absence of thinking 

(Kinston, 1987). Miller (2006:25) states that when 

Lacan addressed the Parisian students during 

the riots in 1966, Lacan interpreted their shame 

at being alive behind the absence of their shame 

(shamelessness).

James Shultz (2006) gives a description of 

physical expression of the spectrum of shame:

The chest sags, the body tends to crumple 

and sink and is momentarily awkward and 

disco-ordinated, the head drops, the gaze 

is averted, most often downward, blood 

vessels dilate in the face, and there is a 

temporary mental disorganization so that 

one cannot think logically or clearly. Em-

barrassment is on the mild side, its hall-

mark - blushing - is called ‘skin shame.’ 

There is a ‘deep shame’ which turns to 

anguish and sobbing. Shame in the presence 

of other people, gives us the impulse to run 

away and hide. We are cast out, alone, and cut 

off, and the cause of our dismemberment is our 

own deficiency or deformity or constitutional 

inadequacy.”   

When we are ashamed of others we do not 

want them in our presence. This is visible in a 
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more developmental stage when children no 

longer want to be around parents because they 

may be ashamed of whom they are or how 

they dress. It can have a contagious effect. The 

destructive communal pathology of sham-

ing is seen when families of murderers or of 

paedophiles are ostracised or punished by the 

community despite being innocent of a crime or 

perhaps having being abused themselves by the 

offender. 

A literary survey 

Literature reviews cite many mental states 

and incidents which contain a particular predis-

position for shame or which are connected with 

the experiences of shame. Pentti Ikonen & Eero 

Rechardt (1993) present a comprehensive sum-

mary of literature regarding shame. They state 

that these descriptions vary, usually in accor-

dance with the current phase of psychoanalytical 

thinking (Abraham (1913), Alexander (1938), Erik-

son (1963), Fenichel (1945), Freud (1905, 1926) 

Jacobson (1954, 1964), Levin (1971), Peers and 

Singer (1953),  Rank ref Steinberg (1991), Reich 

(1960). 

According to traditional views shame does 

not merit special attention or a theory of its own, 

because it is an inseparable part of the relation-

ship between the ego and the superego and the 

ego idea. Prohibition, punishment, humiliation 

and shaming are used in parallel as education 

methods of forming the superego. Shame has 

been considered a side-theme of psychosexual 

theory, structural theory, object relationship 

theory and narcissism

Writers such as Lewis (1987a, b)  Nathanson 

(1987b)  emphasise shame as an affect. Shame 

is a kind of inverted “explosion or implosion” 

(Laing, cited in Lewis 1987a, b) which paralyses 

and brings to a standstill. Shame is often felt as 

the most unbearable of all emotions, and that is 

why we are inclined to think that “rather death 

than shame”. Mollon (1993:43) summarised the 

following writers’ account of Shame. According 

to Kinston (1987) and Lichtenstein (1963), the 

central event in the phenomenology of shame 

contains the temptation to give up one’s identity 

in order to secure the acceptance of the other. 

Outside the psychoanalytic tradition Bradshaw 

(1988) writes of ‘toxic shame’ and argues that 

this is the core affective problem behind addic-

tions, compulsion and excessive drive to over 

achieve.    

Freud (1894, 1905, 1926) repeatedly linked 

shame with disgust and morality as basic 

constitutional forces opposing expression of the 

sexual drive. Kingston   suggests that shame fits 

within the object-relations model which devel-

oped with the personalisation of psychoanalytic 

technique in the last quarter-century (Fairbairn, 

1952; Winnicott, 1965). Jacobson (1964) claimed 

that shame was a defensive reaction which 

appeared whenever infantile narcissistic drives, 

libidinal or aggressive, were in the centre of the 

clinical picture. Recent writers  Levin (1967)  and 

Lowenfeld (1976) have essentially adopted this 

instinctual view, but to account for the apparent 

responsiveness of shame to cultural norms have 

connected it with object relations. For example, 

shame is assigned a role in regulating the 

degree of personal contact and in ensuring pro-

tection against rejection. Two  studies cast doubt 

on this approach by claiming that shame exists 

before repression of the exhibitionistic drives by 

cultural influences Grinker (1955), Spiegel (1966), 

Broucek (1982), summarising current work on 

narcissistic disturbance, firmly rejects the view 

of shame as a reaction formation and claims 

that it is a form of basic ‘unpleasure.’

Otto Rank (1968) suggested that shame was 

“an emotional reaction to the realisation of differ-

ence, of separation (between people).”  Erikson 

(1950) named his second psychosocial phase 

“autonomy versus shame and doubt” and re-

ferred to the crucial conflicts as “will to be one-

self versus self-doubt” and “self-certainty versus 
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self-consciousness”. He saw shame as deriving 

from helplessness and loss of self-control and 

connected it with being seen and the impulse 

to hide, this being prior to the Oedipus complex 

and the assumption of desire and guilt. Erikson’s 

concept incorporated cultural and social aspects 

into Freud’s biological and sexually oriented the-

ory. For Erickson, Autonomy means self-reliance, 

will-power, self-control, self-determination, self-

belief, persistence, self-discipline, responsibility 

and judgment. During this stage there is a close 

link between the toddler and the parent and 

how bodily functions, toilet training, muscular 

control and walking are encouraged. The virtues 

of this stage are willpower and control built on 

trust in and recognition of the other. 

Lynd (1958), states the sense of exposure 

in shame is of “sensitive, intimate, vulnerable 

aspects of the self” and it is primarily exposure 

to one’s own eyes — hence involving the discov-

ery of identity and uniqueness (paradoxically 

through the ‘eye’ of the Other). Shame is accom-

panied by confusion and a loss of identity which 

one thought one had. Lynd (1958) highlights 

the threat to trust in oneself and the world and 

instanced the child’s shame when an adult treats 

casually or indifferently an event which is highly 

significant to the child.

Aggression and shame

Gilligan (1996:11) states that “Several precon-

ditions have to be met before shame can lead 

to the full pathogenesis of violent behaviour. 

The pathogenic, or violence-inducing, effects of 

shame can be stimulated, inhibited, or redirect-

ed, both by the presence or the absence of other 

feelings, such as guilt or innocence, and by the 

specific social and psychological circumstance 

in which shame is experienced. The purpose of 

violence is to diminish the intensity of shame 

and replace it as far as possible with its opposite, 

pride, thus preventing the individual from being 

overwhelmed by the feeling of shame.”  The loss 

of impulse control can lead the narcissistically 

wounded to murderous impulses which may be 

triggered by private or public humiliation.  

Heiserman and Cook (1998) state that both 

Kernberg and Kohut have posited that the 

narcissist’s rage reactions are implicated in his 

or her efforts to maintain,  and when threatened, 

restore, to a positive internal self-representation. 

They disagree with regard to the role hostile 

aggression plays in the eiology of the disor-

der. For Kernberg (1974, 1975, 19980, 19992) 

aggression is the primary etiological agent of 

the narcissistic personality disorders whereas 

for Kohut (1972, 1977) aggression is secondary. 

Kohut views both shame and empty depression 

(depletion of the self) as prominent response to 

narcissist injuries. Shame is thought of by Kohut 

(1977, 1984) as a reaction to loss of grandiosity 

and fantasies of omnipotence in early childhood 

and, following psychic structuralisation, to loss 

of narcissitic supplies afforded by idealise per-

sons or activities. Consistent with this position 

are a number of other authors (Broucek, 1982, 

1991; Kinston 1983; Lewis 1980, 1987 Morrison 

1983, 1989) content that shame is the central af-

fect in narcissitic disorders. Kernberg (1974, 1975, 

1984) posits that feelings of shame are produced 

by a failure to live up to an internalised ego 

ideal, while the successful identification with 

“feelings of 
shame are produced 

by a failure to live 
up to an internalised 

ego ideal”
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the admired ego ideal stirs feelings of pride. 

However, arguing that narcissitic disorders are 

the result of a failure to modify archaic ego ideal 

by its integration into the superego structure, 

Kernberg maintains that narcissistic personali-

ties are generally very limited in their ability to 

fully experience affects that are induced by the 

superego, notably shame, guilt, and depression. 

It is more the activation of negative self imagoes 

that accompany the experience of shame and 

depression are dissociated, projected onto other 

or denied. (Kernberg 1974, 1975, 1992) 

Shame and Thanatos

Ikonen and Rechardt (1993), in their paper 

The origins of Shame and its Vicissitudes,   sug-

gest shame is a defensive event connected to 

the revelation of drive-expressions and nar-

cissistic aspirations and failed aspirations of 

realising them. They suggest that the original 

form of shame is the paralyzing, removing and 

suppressing reaction connected with the failure 

of the striving for approving reciprocity.  The 

pursuit of reciprocity stems from the libido 

matrix, Eros; the shame reaction stems from 

the Thanatos matrix, which inhibits the pursuit 

of reciprocity. Shame is not a common emo-

tion connected with all kinds of deficiencies and 

failure. It is an emotion linked to the Thanatos 

reaction, which is directed to the failure of the 

pursuit of approving reciprocity. 

They suggest that “from the moment of birth 

onward throughout life, the libido is a need to 

find reciprocity.” The search for reciprocity takes 

place between the self and the outer world as an 

aspiration to find a reciprocal other person, but 

also between the different parts of the self as 

an aspiration to become whole and expand. The 

infant needs a constantly available reciprocal 

other person in order to take possession of the 

world, find itself and the Gestalt of invariance’s 

(motorics, senses, amodal qualities, the rhythms 

of vital affects, categorical affects, etc — see 

Stern, 1985). The infant and the mother attempt 

to attune to each other. Ikonen and Rechardt the-

sis is that “Shame is a reaction to the absence 

of approving reciprocity.”  As development 

proceeds, the demand for reciprocity becomes 

more defined, when the infant notices that he 

does not meet the mother’s gaze whom he had 

taken for granted, he is ashamed of his false 

expectation. 

The death theory 

Weatherill (1999:1) states that “the theory of 

the death drive concerns extremes; on the one 

hand an impossible excess of pleasure, and on 

the other an ineluctable, morbid repetition of 

the Same. In other words; impossible excite-

ment and zero stimulation, intense pleasure and 

intense suffering; the tediously finite (asymmet-

rical) against the infinite (symmetrical). These 

contradictions are able to exist side by side 

in the unconscious. Freud’s whole theoretical 

system can be seen as the search for representa-

tional solutions to the disorganising effect of the 

pain induced by ‘unbound’ excitations, derived 

ultimately from what he came to call the death 

drive.”  It is our drives themselves which – Freud 

asserted – would pull the subject back into non-

being away from the ‘long detour of life and 

Eros. Ikonen and Rechardt (1993) state that in 

their interpretation of Freud’s text “Beyond the 

pleasure principle” (Freud, 1920) Freud is talking 

about striving for a state of peace and removing 

the disturbance in one way or another, some-

times at whatever price. 

The disturbance removing action of the 

Thanatos can be compared with the 

psychic heteroimmune and autoimmune 

reaction: The disturbing virus is removed, 

but the mechanism can also operate 

improperly, overreact, and it can also start 

to destroy the host.”

They see Shame belonging to the Thanatos-

affect. It is an affect which comes into being 
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when a person attempts to hold on to the reci-

procity or gain it by aiming the Thanatos-reac-

tion at himself (auto-immune reaction).  Shame 

can alternate with other parallel Thanatos-

strivings. Such representations of the Thanatos 

are, for example, withdrawal, repulsion and 

rage. The interaction of the libido matrix and the 

Thanatos matrix gives form to psychic events. 

They call this the “act of binding”. Thanatos stabi-

lises or solidifies the attained forms or bindings. 

Their interpretation assumes that the death 

drive acts as a removing and confining factor, 

which causes a standstill, a certain kind of  false 

solidification, but in addition to this it removes 

what does not fit the gained form. 

At the same time as it destroys, it also 

reinforces psychic structures. This inter-

pretation differs from the traditions which 

emphasise only the destructive functions 

of the death drive. A caring or neglecting 

milieu is, according to our interpretation, 

a kind of a mould which forms the libido. 

The ‘act of binding’ is a central repre-

sentation of the death drive, but without 

a libido, there is nothing to be bound.

(Rechardt & Ikonen, 1986) 

Shame motivates the disbanding or weaken-

ing of the non-functioning aspiration of reci-

procity, and removes those that do not reach 

the important others. Thus, the interaction of 

the libido-matrix and the Thanatos-matrix is 

something completely different from elementary 

hydrodynamics, which Freud’s energetics is 

mostly understood to be.

They connect shame particularly with at-

taining reciprocity, the aspiration to transmit a 

message and recive the answer that is wished 

for. Shame is the intensive displeasure we typi-

cally experience when the pursued reciprocity 

remains unrealised, although we thought that it 

had or would be realised; the Thanatos-reaction 

is directed against the self at the same time as 

the striving for reciprocity remains.  When the 

preverbal child expresses a striving that seeks 

reciprocity, he does it with his whole being and 

he has a deep need for resonance. When he fails 

in finding reciprocity, the failure has an effect on 

his whole being. In shame, the whole own being 

that has been expressed to the other is revealed 

as false. Shame retains this nature of revelation 

in all contexts; it is a fundamental part of shame. 

The attempt to actualise the realisation of a 

wish through expression or revelation threatens 

with the experiencing of shame in all phases of 

development.

If the original Thanatos-response is formed 

into shame; it means among other things that 

the infant has some kind of an idea of a conflict 

or possibility of a conflict between its own de-

sire and the attitude of others toward this desire. 

The attitude of the others is important for him 

and he wants to maintain “a good relationship” 

with them. For him, his own desire and his self 

are the same thing and he attempts to remove 

or hide his own worthless self in order to retain 

the important others.

Thus, the hiding of the self which is connect-

ed to shame is a paradoxical expression of hope: 

by giving up myself or a part of myself as I am, I 

may be able to retain the important others and 

their acceptance. Winnicott (1960) states that: 

When the mother’s adaptation is not good 

enough at the start the infant might be 

expected to die physically, because ca-

tharsis of external objects is not initiated. 

The infant remain isolated. But in practise 

the infant lives, but lives falsely… The 

infant gets seduced into compliance and 

a compliant False Self reacts to environ-

mental demands and the infant seems 

to accept them. Though this false self the 

infant build up a false set of relationship. 

The false self has one positive and very 

important function: to hide the True Self 

which it does by compliance with environ-
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mental demands. In extreme examples of 

the False Self developed, the True self is 

so well hidden that spontaneity is not a 

feature of the infant’s living experiences. 

Compliance is then the main feature with 

imitation as a speciality.

If the Thanatos-reaction is directed primar-

ily toward the wish for reciprocity and the self, 

the shame turns into depression — “I’m not 

good for anything”, “I’m worthless and nobody 

can care about me.”  If, on the other hand, the 

wish for reciprocity remains and the Thanatos-

reaction is directed primarily at the self, which is 

not good enough for reciprocity and the others, 

who do not accept it, the result is rage (Ikonen & 

Rechardt,1993).

The great significance of sexual shame lies 

in its limitless possibility to expand, its hidden 

forms and the difficulty of realising its start-

ing points in childhood and the difficulty of 

conscious psychic work. The psycho-economic 

relationship between humour and shame il-

luminates the relationship between shame and 

the psycho-economic organisation of the psyche 

in general. The most characteristic, and at the 

same time painful feature of shame is that it 

touches the whole self, and the more diffuse the 

Thanatos-response in the shame situation is, the 

more dominant the shame is. Thus, children in 

an early stage of development are liable to feel 

the threat of complete abandonment for the 

most surprising reasons. Children who experi-

ence abuse in childhood often have to take on 

the range and shame of the abusers in addition 

to their own.

Ikonen & Rechardt (1993) are suggesting the 

primacy of shame rather than anxiety as the 

primary affect. András Pöstényi (1993)  while 

supporting much of Ikonen and Rechardt thesis, 

does not agree with the primacy of shame as an 

affect and unhesitatingly opts for the primacy of 

anxiety, both chronologically and systematically, 

suggesting that shame presupposes a rather 

advanced stage of self-object differentiation. 

Conclusion

We are familiar with the term ‘to name 

and shame,’ closely connected to ‘shun’ and 

a particularly Irish phenomenon – to ‘boycott’. 

Our everyday use of these words may belie 

the powerful effects on those who are victims 

of ‘shaming’, shunning’ or the ‘boycotting’ by 

family, community or society. Shame is a central 

feature of punishment, shunning, or ostracism. 

Shame is considered one aspect of socialisation 

in all societies. According to the anthropologist 

Ruth Benedict  (1934), cultures may be classified 

by their emphasis on using either shame or guilt 

to regulate the social activities of their members. 

Shunning can be an organisationally mandated 

disassociation, and has acquired a connota-

tion of abuse and relational aggression. It often 

involves implicit or explicit shame for a member 

who commits acts seen as wrong by the group 

or its leadership. If the group membership is 

seen as essential for personal security, safety, 

or health, or if the application of the rules is 

inconsistent, such shame can be highly destruc-

tive. This can be especially damaging if percep-

tions are attacked or controlled, or various tools 

“Children who 
experience abuse 

often have to take on 
the range and shame 

of the abusers in 
addition to their own”
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of psychological pressure applied. Extremes of 

this cross over the line into psychological torture 

and can be permanently scarring. The pain 

resulting from ‘shunning’, especially when seen 

as unjustly inflicted, can have secondary general 

psychological effects on self-worth and self-con-

fidence, trust and trustworthiness, and can, as 

with other types of trauma, impair psychological 

function. This point is particularly relevant in 

Irish context when considering the treatment of 

unmarried mothers and their children and chil-

dren of poor families in Irish society who were 

sent to Industrial Institutions. These women and 

children were punished and shamed by Church 

and State for who they were and to whom they 

were born. The Taoiseach Bertie Ahern’s apology 

on 11th May 1999 to Survivors of Institutional 

Abuse can be thought of as a restorative act 

which led to the setting up of the HSE National 

Counseling Service and the Residential Institu-

tions Redress Board. These acts have enormous 

relevance to Irish society’s attempt to deal with 

the cultural shame arising from the abuse rev-

elations of the late 1990s. 

Shame can become institutionalised and 

caught in the bureaucratic faceless structure of 

the institution as in the ‘faceless big brother’ of 

George Orwell’s 1984. Institutions can be prone 

to damming and shaming of it workers by 

demanding a certain type of reciprocity from the 

workers and can shame those who they do not 

think meet their demand. To complain or ask for 

something becomes a shameful act. Contempo-

rary society ‘demands one to enjoy’ and for its 

members to be ‘shameless’ in their ‘enjoyment’ 

and in their being.  Whether one takes the posi-

tion that shame is a primary affect or the result 

of culture, it is difficult in contemporary society 

to have a discussion around its effects. It is all 

the more difficult for those who feel ashamed, 

even in therapy, to access the depth of their pain. 

Why it is that shame has had so little atten-

tion in the theory and practice of psychotherapy 

and psychoanalysis?  Ikonen and Rechardt 

(1993) speak of a shame that can paralyse the 

therapeutic work. The therapist is also prone to 

shame when he or she feels that they are not 

succeeding in the work or have not addressed 

their own relationship to shame. Shame that is 

bypassed remains shapeless and as such it may 

be encountered over and over again, with all its 

consequences. Gilligan (1996:135) states that 

“The power of shame is inversely proportional 

to the magnitude of the precipitating cause; 

the more trivial the cause of feeling shame, the 

more shameful it becomes to acknowledge that 

that is what one feels so ashamed (and hence so 

enraged) about.”

I hope that I have given a brief introduction 

to complex phenomena and raised one or two 

questions as to the importance of naming and 

recognising shame, not only in the therapeutic 

setting but also in the institutions and culture in 

which we work and live. While having con-

centrated on the more pathological affects of 

shame, I would like to end with a more hopeful 

quote from Gilligan (1996:234): “Shame not only 

motivates violence, but can motivate the ambi-

tion, activity and need for achievement that it is 

necessary for the creation of civilisation.”   Its 

acknowledgment, its recognition, its naming can 

allow for the release of creativity in the subject 

and the community.
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Abstract

This article examines the existing literature 

with reference to the concept of the ‘victim’ as 

an entity in the therapy room. The article reflects 

on the author’s experience of working with 

abuse and explores the topic through different 

contextual lenses. Areas which require greater 

research and how this knowledge could poten-

tially transform working with experiences of 

victimisation are highlighted.

 

Introduction

The inspiration for this article comes directly 

from my work with the NCS over the last eight 

years. Along with working full time, I am half 

way through a doctorate in counselling psychol-

ogy and psychotherapy with Middlesex Univer-

sity, London. This article is based on my research 

as part of the doctorate and my continuing 

personal and professional development. 

After several years of engaging in trauma 

therapy with the NCS, I became curious about 

the descriptions routinely used about clients in 

particular the terms ‘survivor’ and ‘victim’. My 

own work often found me struggling with the 

victim-self of my clients and I wondered about 

the personal investment I might have in the use 

of these terms and whether or not they influ-

enced my practice. It was as if the ‘victim’ was 

an ‘unwelcome guest’ in the therapy room, a 

character always seeking legitimacy.

Victim/survivor: what’s in a name?

The very use of the title ‘survivor’ invites a 

particular kind of discourse on those who have 

experienced childhood abuse and trauma. There 

is an implicit assumption that the ‘survivor’ has 

transformed their relationship with the experi-

ence of ‘victim’, Naples (2003). In the therapy 

context a survivor is someone who has altered 

their relationship to their traumatic experience 

such that they have developed new cognitive 

perspectives. However, has the very title itself 

also had the affect of rendering its flip side, 
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“I wondered if cultural 
assumptions about victimhood 
play a role in the therapy room”

‘victim’, unacceptable and even undesirable? 

(Nissam-Sabat 2009) My own struggle with 

this issue suggests that the victim position is 

challenging because it seems to set up conflict-

ing feelings and thoughts such that finding an 

adequate response can become difficult.

Intersubjective experience of victimhood

As a psychologist working with trauma, en-

countering the client’s victimhood is inevitable 

and at times distressing. It challenges the very 

foundation of psychotherapy and its assump-

tions about change and growth. The tension this 

brings to the therapeutic relationship is at times 

overwhelming and can leave me wondering just 

how to respond to the victim-self of my client. I 

am in effect struggling with reactions in myself 

which are contradictory, reactions which arise 

from personal issues, feelings which mirror my 

client’s, a curiosity about this victim character 

and a shared intersubjective experience of the 

pain of injustice and unacknowledged suffering. 

Rather than seeing this as purely an issue of 

technique, which for me might well be a distanc-

ing tactic to cope with distress, I wondered if 

cultural assumptions about victimhood play a 

role in the therapy room. I wondered if the as-

sumptions implicit in our description ‘survivor’ 

are therapeutically and culturally more in keep-

ing with how our society and institutions are 

organised. Socially and culturally to be referred 

to as ‘a real survivor’ is self enhancing but the 

same cannot be said of ‘victim’which can be 

seen to confer shame and failure. 

One authoring of this victim-self is to re-

spond to it in a particular way, i.e. to see it as the 

helpless and even hapless skin of the real per-

son or survivor beneath. Davis (2005) describes 

the ‘victim account’ in survivor therapy as the 

false self. He goes on to describe the ‘thriver 

story’ as the realising the ‘true self’. Culturally 

this does not stand up in Ireland reflected as re-

flected by Bruce Arnold’s (2009) book “The Irish 

Gulag”, a well researched  narrative of victimisa-

tion and cover-up of abuse of Irish children (and 

arguably adults of the day) by the Irish state and 

Catholic church. It would seem simplistic and 

even patronising to explain away these people’s 

abuse with theories of ‘true and false selves’. 

Further, use of these terms tends to somehow 

individualise that abuse and locate it in the per-

son of the victim. 

The influence of culture on psychotherapeutic 

thinking

It seems to me that ‘culture’ is a powerful 

influence that often goes unnoticed. Therapists 

are as vulnerable to these influences as anyone 

else in society and it may well influence how 

we respond to clients. Our therapeutic values 

and perspectives may themselves hide societal 

assumptions about victimhood which we are 

unaware of which may impact our ‘theory in 

use’ (Argyris 1976). So much of the knowledge 

base that we as practitioners rely on contains 

assumptions about what society considers ac-

ceptable, healthy and functional. 
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The knowledge basis of therapeutic practice 

with victimhood

There are numerous studies, books and 

articles on the subject of victims of abuse. A 

Google scholar search alone of ‘victims of abuse’ 

produced in excess of 400,000 results which 

included books, articles and case summaries. 

There are many studies on victimisation 

and sexual abuse\violence which focus on the 

consequences in adulthood of childhood abuse. 

This research has a tendency to construct the 

victim as someone tracking a life course involv-

ing deviance, psychological ill health, educa-

tional failure, social disadvantage and even loss 

of spiritual faith. (Macmillan 2001, Tyler et al 

2001, Brown & Finkelhor 1989, Finkelhor 1990, 

Maniglio 2009, Walker et al 2009, O Reilly and 

Carr 1999).

Using ‘…the so called intergenerational 

hypothesis’ (Croghan and Miell 1999),  victims 

may be presented in terms of their perceived 

future risk of victimisation and are likely to in-

form child protection practices, criminology and 

psychology. These studies peddle a pessimistic 

inevitability of childhood deprivation and map 

bleak life course trajectories. When they become 

normative thinking they may well contribute to 

creating the very life courses they seek to pre-

vent. Victimisation is depicted in terms of failure.

The vast majority of research on victims and 

survivors concentrates on typology, description, 

classification and categories (Nissim-Sabat 2009, 

Lemelin 2006). Lemelin maintains that profes-

sional and academic discourse has traditionally 

operated from an ‘abuse degree perspective’. 

The tradition operating within research practice 

tends to recreate particular research findings 

and uphold a specific epistemology. Knowledge 

tends to revolve around established discourses 

which we come to accept as ‘truth’. These truths 

may then shape our own views, with victimi-

sation as a state to be avoided and overcome 

perhaps even a term of abuse. The implications 

of this for the victimised client are complex and 

constraining and we may be unaware of this as 

practitioners.

Other areas of research emphasise issues of 

countertransference, compassion fatigue, vicari-

ous traumatisation and burnout (e.g. Benedek 

1984, Walker 2004, Etherington 2009, Figley 

1995, Pearlman 1995, Pearlman & Saakvitne 

1995, Miller 1998, Sheehy et al 2009, Walker 

2004). Without doubt such studies are important 

in terms of the institutional and ethical practice 

of trauma therapy. The observer stance implicit 

in this approach to research inquiry allows us 

to create distance between the ‘experience’ of 

therapeutic practice and our stated purpose as 

a profession. My question is: do such studies at 

times gloss the existential experience of victim-

hood and its intersubjective function? Is there 

an implicit message that working with trauma 

and abuse is bad for our health? Do we also 

find ourselves subscribing to an individualistic 

construction of personhood, implicit in such 

research, which can tend to locate responsibility 

within the self and without any context?

 

A post modern approach

Accounts and testimony to experiences of 

abuse and trauma constitute a more post-mod-

ern attitude to research. Michele Crossley (2000), 

in her article refers to the contemporary theme of 

‘survivors’ bearing witness to ‘the truth’ of their 

experience. She appears to construct the idea of 

victim as the suffering of the ‘survivor’ (Crossley 

2000), a novel and insightful formulation. She 

goes on to construct the victim\survivor in terms 

of a subjective and reflexive relationship to living 

and a quest for the freedom to ‘be’, a process she 

refers to as ‘life- politics’. How different is this to 

the intergenerational hypothesis? Lemelin in his 

piece actually deals with the experience of being 

a victim. He suggests that survivor implies heal-

ing of the victim wound and an ability to speak 

out. He appears to conclude that these positions 

are dynamically related and constantly worked 

through. (Lemelin 2006). 
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Kim Etherington makes the point that iden-

tifying with our own victimisation is essential 

to developing empathy, unfortunately she then 

links this to preventing the victim from becoming 

an abuser (Etherington 1995). Both authors give 

us an account of victimhood as linked to life and 

energy. They both imply that the victim-self is a 

creative place which is potentially transforming. 

Davis’s text, Accounts of Innocence (2005) 

clearly outlines the necessity of working with 

what he calls ‘the victimisation account’ of 

abuse. He argues that only then can the thera-

pist help the client to become a survivor. Though 

he acknowledges the reality of the victim-self, he 

nevertheless suggests it to be a “false” identity. 

He implies that working with the victim is mainly 

about “conquering something intra-psychically 

wrong”. 

Gender and context 

Other studies grapple with survivor/victim 

notions and offer political perspectives which 

get us away from labels and treatment plans. 

Benedek (1983) explains the descriptive dis-

course of the abuse victim as the clinical coun-

ter-transference to the horror of child abuse. The 

victim who has experienced this very horror is 

reframed in professional discourse as ‘survi-

vor’. Nancy Naples (2003) makes the point that 

the term ‘survivor’ orients us to how we have 

redefined our relationship to the experience of 

‘victim’. She suggests that while we have moved 

away from a position of victimisation this shift 

does not necessarily come with a clearer view of 

what structures have contributed to the abusive 

dynamic. Munroe and Randall (2007) describe 

the term survivor as a metaphor for safety and 

self-control. 

Many feminist texts also directly address 

the victim notion from a socio-political stance 

and, according to Rock (2002), they have traded 

‘victim’ for the term ‘survivor’ as a means of 

transforming the social perception of women 

in a patriarchal society. Authors writing from a 

criminological stance talk about the cultural per-

ception of the victim as “a less desirable” term 

than survivor (Rock 2002), or that the term victim 

“has become prone to debasement” (Howarth & 

Rock 2000). Gabe Mythem (2004) make the point 

that society builds “different categories of vic-

tim: blameless victims, feckless victims, deserv-

ing victims.” . Criminology illuminates for us the 

many societal perceptions of the victim-self and 

victimisation which so often inform professional 

and institutional policies and practices. When 

we contextualise the victim and take account of 

gender we produce a more complex notion of 

victim and victimisation. These are invaluable 

perspectives to connect with as they challenge 

us to engage with research which includes the 

social, historical, gendered and political.

The Irish context

There have been several studies conducted 

regarding abuse in the Irish context including 

(O’Reilly and Carr 1999, Lalor 1999, Mc Gee 

et al 2003, Carr et al 2009), which, while they 

provide knowledge, do not address the context 

in which abuse flourished. Though The SAVI 

Report, McGee et al (2003), is undoubtedly a 

hugely important piece of work and victims are 

acknowledged, the account is constructed in a 

factual discourse. The research approach tends 

to obfuscate the victim experience in the defer-

ence to the development of knowledge. What 

“Therapists are 
as vulnerable to 
these influences 

as anyone else 
in society”
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we take for granted as the ‘truths’ about abuse 

and sexual violence in our society is so often 

understood in terms of scientism. Therapeutic 

practice, however, takes account of subjective 

experience and much contemporary analytic 

practice is concerned with the intersubjective. 

This then requires a research approach which 

can capture the reality of the subjective and the 

intersubjective. 

The recent Ryan (CICA 2009) and Murphy 

reports (2009) are no less significant in terms 

of knowledge production. They are neverthe-

less largely factual and descriptive accounts, 

the result of inquiry processes. Harrowing and 

disturbing to read they too are presented in the 

language of neutrality. The victim experience 

becomes constructed as ‘a collateral issue’, 

secondary to the fact of criminal behaviour and 

immorality. 

Publications such as Raftery and O Sullivan’s 

(1999), Suffer the Little Children, Nothing to 

Say, A Novel (1983) and James X, (2003) a play, 

both by Gerard Mannix Flynn along with Dear 

Daughter, Lentin (1996) and RTE’s State’s of Fear 

(1999) offer us more personal and contextual-

ised accounts of unacknowledged suffering and 

injustice in our society. They make visible the 

victim and the experience of victimhood.

Gaps in our knowledge and future direction

Literature in the area of sexual abuse is vast 

but by comparison there is little if anything writ-

ten on the therapist’s responses to the client’s 

sense of being a victim of abuse and even less 

on our assumptions about victims, victimisa-

tion and victimhood. If theory tells us that abuse 

in childhood has the affect of undermining the 

victim’s “..sense of agency and self efficacy” 

(Macmillan 2001), then it is important that we as 

practitioners do not unwittingly endorse this in 

our therapeutic practice. 

The challenge the ‘victim’ poses goes to the 

very heart of therapeutic work and therefore the 

practitioner’s response. If, however, we as practi-

tioners are unaware of how we are impacted 

by and respond to the client’s victim-self, might 

we be vulnerable to again position the client in 

terms of blame or worth? This would have impli-

cations for the client’s agency and subjectivity. 

This conclusion points to the importance and 

ethical need for reflexive practice. If we come 

to see the therapeutic context as essentially a 

shared and intersubjective place where knowl-

edge and understanding is created by both 

people, then we may be able to accommodate 

the ‘unwelcome guest’ in a creative way. Exam-

ining our own experiences with such a challeng-

ing aspect of human character could have the 

potential to push the boundaries of therapeutic 

practice and theory. Reflexive dialogue with our 

own practice might help us to understand the 

victim context and to consider that the victim-

self is perhaps shining a bright light on the 

significance of the intersubjective for therapeu-

tic practice. 

This is a greatly underdeveloped area of re-

search which is also potentially transformational 

of psychotherapeutic work. My Doctoral project 

aims to further explore the therapist response 

to the victim-self with a view to developing new 

ways of working with this most intriguing aspect 

of human character.
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Abstract

Mindfulness is a relatively new area within 

the field of mental health. It combines ancient 

eastern wisdom and practices with current think-

ing in western psychology, neuroscience, and 

psychotherapy.

There is an increasing body of research and 

practice that attests to its benefits in the areas 

of stress, anxiety, panic, depression, addiction, 

ME and a wide variety of other both physical 

and mental health conditions. As the field of 

mindfulness-based approaches is developing, it 

is becoming of increasing interest to psychother-

apists, as well as other mental health clinicians, 

who are looking for ways of incorporating it into 

their work. Its applications to the area of adults 

who have experienced childhood trauma are 

less well known.

This article describes and explores ways of 

incorporating a mindfulness-based approach 

in working with this client group. Based on my 

own personal and professional experiences, 

and the emerging literature, it also draws on the 

experience of developing a mindfulness-based 

project for NCS clients in the North West. The 

article offers insights into some of the potential 

benefits and contra-indications in the use of 

mindfulness with this client group.

Background and Context

My interest in mindfulness stems from a 

long-standing interest in meditation and yoga, 

which I was drawn to as part of a general search 

for more groundedness and clarity, at a time 

of change in my life. Over time, these practices 

got me in touch with experiences that pointed 

me in the direction of psychotherapy, first as 

a client, and later as a therapist. However, for 

many years, although involved in both, I saw 

the worlds of yoga/meditation and psychother-

apy as being on quite different tracks. In 2000 

that changed. While staying in Massachussets 

with a therapist colleague, I came across the 

work of Jon Kabat-Zinn, who has developed 

programmes combining meditation practices 

and yoga, at the Stress Reduction Clinic at the 
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“Mindfulness practice helps us 
to live our lives in a more grounded, 

peaceful and creative way”

University of Massachussets Medical Centre. 

I began to see how this could have something 

to offer, not only me as an individual, but also 

psychotherapy and the mental health sciences. 

Co-incidentally (but not related in any way) this 

visit happened the year the National Counselling 

Service came into being, and just weeks before I 

began to work there. 

This article aims to explore mindfulness, 

and its relevance to psychotherapy, in particu-

lar therapy with clients who have experienced 

childhood abuse. Based on my own personal 

and professional experiences, and the emerging 

literature, the article discusses some of the ben-

efits and contra-indications. It also draws on the 

experience of developing a mindfulness based 

project for NCS clients in the North West.  

 

What is mindfulness? 

Mindfulness has been described as “paying 

attention in a particular way, on purpose, in the 

present moment” (Kabat-Zinn,1990)

Although relatively new in the west, it has 

been part of the philosophy and practice of 

Eastern traditions such as Buddhism for over 

2,500 years (Williams, 2008). Its more recent 

development in the health sciences has been 

charted by Baer, who points out that the reason 

for its current popularity is that: “By concep-

tualising traditional mindfulness meditation 

practices as sets of skills that can be taught 

independently of any religious belief system, 

researchers and clinicians had made mindful-

ness training available to Western populations 

by incorporating it into interventions that are 

increasingly offered in mental health and medi-

cal settings (Baer, 2006: 4).

This is due in no small part to the work of 

Jon Kabat-Zinn, mentioned above. While initially 

designed for physical and stress-related condi-

tions, these have since been adapted for use in 

areas such as anxiety, panic, depression, and a 

host of other mental and physical health condi-

tions (Williams,2008). Mindfulness is now in-

corporated into hundreds of healthcare settings 

in the USA and Europe. An indication of their 

potential can be seen in their inclusion in the UK 

in NICE guidelines for treatment of depressive 

relapse (Williams, 2008).

What does mindfulness do?

According to Tony Bates, who has done 

much to bring awareness of mindfulnessbased 

approaches to Irish Mental Health settings: 

“Mindfulness practice helps us to live our lives 

in a more grounded, peaceful and creative 

way. It steadies us and allows us to think more 

clearly, and find creative solutions to problems 

that beset us” (Bates, 2005).

As this is precisely what most psychotherapy 

sets out to do, it is not surprising that it is of 

increasing interest to psychotherapists.

How can it be incorporated into psycho-

therapy?

It could be argued that a sense of mindful 

awareness is already implicit in much of what 

we as therapists do. It is present, for example in 

Freud’s concept of evenly-hovering attention, Carl 
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Roger’s core conditions, Gendlin’s focusing, the 

acceptance-based therapies, to name just a few. 

I have experienced it as being present in a 

particular way in some of the more bodyfocused 

therapies in which I have been lucky enough to 

be trained. The first is Gestalt Therapy, the sec-

ond, Sensori Motor Psychotherapy for Trauma.

Gestalt therapy

After qualifying as a psychotherapist, I went 

on to train in Gestalt Therapy. One of the train-

ers, the late Vincent Humphries, described his 

model of gestalt therapy as like doing a con-

tinuous awareness exercise (Humphries, 1993). 

He saw the relationship between therapist and 

client as a focus for much of the work, and mind-

ful awareness to be an essential part of this. 

Within this relationship, awareness of the flow 

of excitement, interest, closeness, and distance, 

between therapist and client, was emphasised 

as a necessary requirement for successful 

therapy (Humphries, 2000).

Sensori-motor psychotherapy

I subsequently undertook a training in 

Sensori-Motor Therapy for Trauma, with the Sen-

sori- Motor Institute of Boulder, Colorado. Here 

I became familiar with the work of Peter Levine, 

Bessel Van der Kolk, Pat Ogden, Ron Kurtz, and 

Babette Rothschild. In these kinds of body thera-

pies, mindful awareness is considered not only 

an attitudinal quality, but a core foundation on 

which all else rests (Rothschild, 2000, Ethering-

ton, 2003). I was impressed not only with what I 

was learning, personally and professionally, but 

also with the way of being of some of the tutors, 

and their ability to understand, and accurately 

observe the ways trauma is held in the body, 

and how mindful awareness can bring accep-

tance, compassionate insight and healing, at a 

mental, physical and spiritual level. 

Over time I became curious and interested in 

mindfulness for its own sake, quite apart from 

its use in psychotherapy. I began to explore it 

further, and for the past four years have been 

participating in courses and training at the 

Centre for Mindfulness Research and Practice, at 

the University of Bangor, in Wales, where I am 

currently completing a Masters programme.

Mindfulness and psychotherapy

Similarities and Differences

Although of increasing interest to psycho-

therapists, it is worth pointing out that mind-

fulness-based approaches are quite different to 

conventional psychotherapy in some important 

ways. Firstly, the model is one of psycho-

education rather than therapy. Participants are 

taught in classes, usually over eight weeks. 

Concepts from stress management, or Cognitive 

Behaviour Therapy, or the particular focus of the 

group are introduced and discussed. Secondly 

the emphasis is on practice; simple breath or 

body awareness, sitting, yoga, stretching and 

other movements are practiced (Williams, 2008). 

Reflection, discussion and enquiry arise out of 

this basic encounter with the practices. 

In mindfulness, the instruction is often to 

bring awareness to the thoughts, (or body 

sensations, or anything else that is the focus of 

the present moment) not try to do anything with 

them other than notice them (Kabat-Zinn, 1990). 

This strengthens what Williams (2008) describes 

as the “attentional muscle”, and helps people 

to become more aware of the patterns of their 

mind and, with this increased awareness, to 

develop a kinder, more accepting relationship to 

whatever arises. “We routinely and unknowingly 

waste enormous amounts of energy in reacting 

automatically and unconsciously to the outside 

world and to our own inner experiences” (Kabat 

Zinn, 1990: 11). 

As a therapist, I find it interesting, as Kabat-

Zinn (1990) points out, that the quality of mind 

you are aiming to bring to your thoughts, 

sensations, or feelings as you practice mindful 

51 transforming the shadows 05 - mindfulness 
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as psychotherapy intervention ness, are similar 

to that of a skilled, compassionate and insightful 

therapist. 

Using mindfulness in psychotherapy   

As therapists, we are familiar with the maxim 

that only interventions which we have tried 

ourselves should only be introduced to clients. I 

believe this is particularly true with mindfulness. 

“You can’t really introduce it to anyone else un-

less you’ve first allowed it to introduce you back 

to yourself” (Kabat-Zinn, 1990). 

Mindfulness can only really work when it 

emerges out of personal experience and em-

bodiment of the practice, rather than reading 

or thinking about it. This point has been borne 

out by much of the literature (Kabat-Zinn,1990; 

Segal et al., 2002; Williams, 2008). Bearing this 

in mind, the following are some suggestions as 

to how it can be best used in therapy. 

As self-care of the therapist 

The literature is clear. Mental health prac-

titioners are among the professions most 

susceptible to vicarious trauma and burnout. We 

now also know that for therapists working with 

childhood trauma, this potential for this occupa-

tional hazard is even higher (Rothschild, 2006). 

In work with this client group, we are regularly 

called on to witness and respond empathically 

to the sometimes horrific experiences our clients 

have encountered. This capacity for empathic 

response is one of the most useful qualities in 

our work. However, it can also leave us de-

pleted. According to Rothschild (2006) simple 

body awareness is the single most useful tool 

for identifying levels of arousal that could, if left 

unchecked, lead to burnout. Mindfulness practice 

can be a very useful way of incorporating regular 

self-care, in the form of body awareness, into the 

working day. Even a few minutes of mindfulness 

practice can help give a space to become aware 

of what is accumulating within. This is important, 

because research tells us that as clinicians we are 

most vulnerable to compassion fatigue and vi-

carious traumatisation when we are unaware of 

the state of our own body and mind (Rothschild, 

2006). See accompanying box for examples of 

some mindfulness practices that can be used 

after, or in-between, client sessions.

Mindfulness Practice for Psychotherapists
These exercises are useful in between or after client sessions

Breath Exercise

Pause: Stop what you’re doing ... ask yourself “what is going on with me in this moment?” ... (thoughts, feelings, 

body sensations). 

Gather: Gently direct full attention to breathing ... paying attention to each in-breath and each out-breath. 

Expand: Expand your awareness to include also your body as a whole, your posture, your facial expression ... 

sense the body from head to toe ... following the breath into and out of the whole body.

Attending Exercise

To be used any time you feel like a coffee/tea break: Stop... pause... as you prepare your tea (or coffee, or

whatever... do not let one detail of your movement go by without being mindful of it... know that you are pour-

ing the tea into the cup... that your hand lifts the cup... taste the tea... bring your attention to  the warmth, the 

fragrance... follow the internal... sensation as you drink... be aware of your breathing as you do this 

(Adapted from Thich Nhat Hanh, 2008).

These practices 
take just a few 
minutes, and 
provide a useful 
way to step out 
of automatic 
pilot mode and 
reconnect with 
the present 
moment.
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Enhancing the therapeutic relationship

We now know from research, that the quality 

of the therapeutic relationship is more impor-

tant to outcome than any particular theoretical 

orientation (Lambert, in Hick and Bien, 2008). 

When working with those who have experienced 

childhood abuse, this is particularly true. We 

know as clinicians that childhood abuse often 

impacts on a person’s experience of safety in 

close relationships (Follette et al., 2006; Herman, 

1992). Therefore developing a safe trusting rela-

tionship may be an extremely valuable part of 

the work. Research into the experiences of NCS 

clients, has highlighted that the quality of trust 

in their relationship with their therapist is very 

important to our clients (SENCS report, 2003). 

It has been recommended by many in the field, 

that work with traumatic memories should not 

begin until the therapeutic relationship is secure, 

and the client feels safe with the therapist (Roth-

schild, 2000; Herman, 1992).

Mindfulness-based approaches can provide 

one way of improving the therapeutic relation-

ship. If you’ve developed a practice where you 

regularly turn up to meet yourself, including as-

pects of yourself that you’d prefer not to know, 

then you are more likely to be more present to 

clients.

Research indicates that training in mindful-

ness-based approaches during clinical training, 

can help foster qualities of acceptance, empathy 

and positive regard of self and others, that are 

considered so necessary in this kind of relation-

ship, but not often taught explicitly (Hick and 

Bien, 2008). 

Mindfulness as psychotherapy intervention

Although appearing simple, mindfulness 

practices can be quite powerful. They can reduce 

stress, and lead to relaxation, but they can also 

open up difficult emotions, feelings and sensa-

tions.

As mindfulness-based approaches increase 

in popularity and accessibility, there is the 

danger that they might be used as a therapeutic 

add-on, or an additional technique, by well-

meaning clinicians who may not have regular 

personal practice and experience of meditation, 

and therefore aren’t aware of their potency. As 

mentioned above, the literature is very clear that 

a personal mindfulness practice must come first 

(Kabat-Zinn, 1990; Segal et al., 2002; Williams, 

2008).

The Practice of Mindfulness with Adults who 

have Experienced Childhood Trauma

The research literature on the use of mindful-

ness-based approaches with childhood trauma 

is quite sparse. An interesting paper (Urban-

owski and Miller, 1996) explores in case study 

format, the process of using a combination of 

psychotherapy and mindfulness meditation with 

clients who had experienced childhood abuse. 

They conclude that “(mindfulness) meditation 

can facilitate courageous and sometimes painful 

exploration of an individual’s inner world and 

can greatly facilitate psychological development 

in ways that traditional psychotherapy cannot”.

However, it’s worth bearing in mind that 

meditation of any kind may not be possible 

for those who don’t have the capacity to turn 

inwards, or let their mind rest in its natural 

state, maybe because of anxiety, depression, or 

because of childhood trauma. Although some 

trauma clients may benefit enormously, others 

may not. We now know childhood trauma can 

lead to a range of responses, including denial, 

dissociation, psychic numbing, and somatisation 

(Etherington, 2003). Research so far suggests 

that mindfulness skills may be useful in these 

areas by increasing the client’s ability to contact 

painful memories, thoughts and feelings (Fol-

lette et al., 2006). However, clients can be retrau-

matised if coping strategies are removed before 

they are ready or able.

It is also known that childhood abuse can 

leave a person vulnerable to anxiety, panic, poor 

sleep patterns, flashbacks, lack of concentra-
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tion etc, and other PTSD symptoms. In time, 

these can lead to the development of a range 

of stress-related illnesses and physical com-

plaints (Etherington, 2003; Rothschild, 2000). 

Mindfulness based approaches have been used 

effectively with all of these conditions. Indeed it 

was originally developed to work with precisely 

these difficulties (Williams, 2008). Mindfulness 

therefore has the potential to be helpful for 

some trauma survivors.

One way that mindfulness can be used is to 

help clients feel safely embodied. Awareness 

of the body and what’s coming in through the 

senses, developed in mindfulness practices, can 

provide anchor points, and a sense of grounded-

ness. Practices that encourage breath awareness 

can be especially useful for those who tend to 

unconsciously hold their breath as a response 

to anxiety or panic, or in the process of disso-

ciating (Miller and Schmidt, 2004). Awareness 

of how shallow breathing or breath holding 

can contribute to panic, or dissociation, can be 

extremely useful in bringing about change. How-

ever, it also has the potential to retraumatise 

already vulnerable clients (Miller and Schmidt, 

2004).

Interestingly, research from neuroscience 

indicates that mindfulness practice can help 

develop and strengthen neural pathways that 

encourage self-soothing, and self-compassion, 

and greater resilience in the face of traumatic 

stress (Goleman, 1997). For this reason alone, it 

offers tremendous potential to our clients. How-

ever, the key is when, for whom, and in what 

format it is used. 

Mindfulness-based workshops for NCS clients

One way that mindfulness-based approaches 

can be of benefit to this client base is in the form 

of workshops or short courses. This is a new and 

emerging area, with not a lot of research at pres-

ent (for some of the few discussions, see Urban-

owski and Miller, 1996; Miller and Schmidt, 2004; 

Follette et al., 2006).

During 2009/2010 I have been involved in 

devising and delivering a Mindfulness- Based 

Stress Reduction workshop for clients of the 

NCS in the North West. The first one was de-

livered in March 2010. Initial evaluations from 

clients have been positive. The following is a 

short exploration of how the project arose, was 

developed, and delivered, with an outline of 

some of what was learned.

The project arose as a development of previ-

ous stress management workshops for clients 

that myself and a colleague* had devised and 

delivered during 2005-06. These workshops 

used a combination of relaxation, meditation, 

visualisation, movement, and artwork, and were 

very well received by participants. In addition as 

a result of my training in the Centre for Research 

and Practice in Wales, I had the opportunity to 

access support, and supervision networks. I was 

also influenced by the experience of having de-

livered workshops and short courses in mindful-

ness- based approaches to generic and specialist 

groups over the past few years.

The focus 

The workshops were advertised in our 

information leaflets as being “suitable for those 

who have had or are currently having some one-

to-one therapy, and who would like additional 

support to move towards more ease, vitality and 

connection in their lives”. 

“meditation can 
facilitate courageous 

and sometimes painful 
exploration of an 

individual’s inner world”
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It was hoped that these clients would have 

developed some understanding, working 

through, and acceptance of their childhood 

trauma, and would therefore be less likely to be 

overwhelmed or re-traumatised than those who 

were in the middle of such work.

I was influenced in the decision to focus on 

this client cohort by the ideas of Judith Herman 

(1992) who charts three stages in healing from 

childhood trauma. According to Herman, the 

first stage is characterised by the need for safety, 

within themselves and their bodies, and within a 

supportive therapeutic relationship. The second 

stage is described as a time of remembrance 

and mourning, is the stage where the emotions 

from the past are explored and worked through. 

The third stage is characterised by a gradual 

reconnection with oneself and one’s resources, 

with the community, and with a wish to live a 

more fulfilling life in the present.

The workshop focused on developing mind-

ful ways of feeling safely embodied, and using 

the body and mind as a resource for healing 

and stability. A range of mindfulness-based 

practices such as mindfulness of breathing, of 

sounds, of senses, in particular taste, hearing 

were introduced. Participants were also led 

through a body-scan practice, focusing on being 

mindfully aware of each part of the body. Simple 

yoga and other mindful movements, such as 

mindful stretching, walking were also practiced. 

Some psycho-education on stress management, 

and ways that trauma can impact on the body 

was introduced. Throughout the day, there was 

opportunity for discussion and enquiry, and of 

connecting and supporting each other in small, 

or large group format.

It was clarified early on that that we would 

not be working therapeutically with trauma, 

as this need was being met in their one-to-one 

or group therapy. Participants were invited to 

share as much or as little of their trauma history 

with the group, and to bring anything that came 

up for them in the day back to their individual 

therapy.

Practice Implications for NCS Clients  

Arising out of this experience, and from what 

has been written earlier, I offer the following 

suggestions for modifying/introducing mindful-

ness for working with this client group.

Focus on safety

Firstly, the focus on safety, referred to earlier, 

is of primary importance. At the start of the day, 

attention was given to building trust, confidence 

and a container that would make it safe to be 

present and participate, or to opt out if that was 

required. 

Because of the risks of dissociation, over-

whelm, or re-traumatisation, the practices need 

to be kept very clear and concrete. Participants 

were encouraged to feed back their experiences 

at each stage of the practices, or to say no to 

participating in practices they didn’t feel com-

fortable with. 

Modify Practices 

In mindfulness, focus on breath awareness 

is seen as a way of anchoring, to more fully 

engage with the present moment. However, 

with trauma survivors it cannot be assumed 

that breathing is a safe anchor. Although it is 

for some, for others, because of their trauma, 

breath awareness can be traumatic. The possibil-

ity of this was discussed, and participants were 

encouraged, if this was the case, to find another 

“The workshop 
focused on developing 

mindful ways of feeling 
safely embodied”
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safe focus, such as the hands, or feet, or some 

external object or image. I had left a bowl of 

natural objects such as stones, shells, glass, and 

wood that could be used as focus for awareness 

if required.

For the same reasons, some of the longer 

practices such as the body-scan, which in a 

generic group can take 40 minutes were short-

ened to between 15 and 20 minutes. In addition, 

shorter concrete practices, such as five-minute 

breathing practices were woven into the day. 

Knowledge of participants 

All of the participants were in ongoing indi-

vidual therapy within the NCS in the North West, 

so potential participants were, in a sense filtered 

through discussion with their therapist before 

choosing to attend. In addition, through an 

application form and brief telephone conversa-

tion, I was able to ascertain why people wished 

to attend, and what kinds of physical, mental or 

emotional conditions they were living with.

In this particular group, apart from their 

abuse experience, there were several health 

conditions such as arthritis, asthma, shoulder or 

wrist injuries, abdominal pain, and a participant 

recovering from brain surgery, so particular care 

was take to discuss and suggest modifications 

for the movement practices.

Participants were asked to fill out postwork-

shop evaluations. An initial review of these 

indicate that the workshop were beneficial for 

clients. A more detailed exploration of these 

evaluations will be used to feed into further 

ongoing workshops.

Summary 

This article has described and explored ways 

of incorporating a mindfulness-based approach 

into psychotherapy, in particular psychotherapy 

with adults who have experienced childhood 

abuse. I have drawn on my own personal and 

professional experiences, and the relevant 

literature, and also the experience of developing 

a mindfulness based project for NCS clients in 

the North West. It is my belief that, when used in 

a way that takes the points raised above into ac-

count, mindfulness offers huge benefits not only 

for clients, but also for counsellors and other 

mental health practitioners.

About the author - summary of experience 

relevant to Topic

Frances works part-time with the HSE Na-

tional Counselling Service in Sligo and has a 

private psychotherapy and supervision practice. 

She has developed and facilitated workshops 

and courses incorporating mindfulness for 

various client groups, as well as self-care for 

therapists and other health care professionals. 

She holds a Post-Graduate Diploma in Mindful-

ness- Based Approaches in Healthcare from the 

Centre for Mindfulness-Based Research and 

Practice, University of Wales, and is currently 

engaged in MA research on using mindfulness 

in psychotherapy. She has a special interest in 

integrating mindfulness practices into the treat-

ment of stress, anxiety, depression, childhood 

trauma and therapist self-care.
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07 a journey to sobriety 
and beyond

 Valerie Hayes 

Counsellor/Therapist

Harbour Counselling Service
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Abstract

This article outlines the journey of one cli-

ent, John a 56-year-old father of three, battling 

alcoholism and overcoming the longterm effects 

of child abuse. John came to Harbour Counsel-

ling service for help with his extensive childhood 

abuse. He had spent much of his adult life drink-

ing alcoholically in attempts to deal with over-

whelming emotions arising from his experinces 

of abuse in childhood. Drawing on attachment 

theory to support my work with this client this 

article tells John’s story and shows how therapy, 

in offering a secure base, meant that John could 

begin to address his intense feelings and start 

the process of recovery from alcoholism and 

childhood abuse.

John sat in the seat opposite me in my office 

with a casualness about him that reflected his 

general approach to his life. He had stumbled 

into Harbour Counselling Service having seen a 

previous counsellor in the HSE. He had missed 

many appointments with this counsellor and, 

having used up his “chances”for further ses-

sions, was subsequently referred to Harbour 

Counselling Service, part of the NCS in Cork. 

John spent the first couple of years of his con-

tact with Harbour dipping in and out of therapy 

while all the time drinking alcoholically. He had 

an expectancy that the counselling was going 

to fail and that I would ultimately reject him like 

his mother had so fervently done. I was certainly 

bemused by his general presentation in sessions 

as he had an unusual manner of discourse in 

that he would speak about himself to an imagi-

nary figure as a means of avoiding direct contact 

with me. He could not look at me because of 

how badly he felt about himself and joked that 

he knew every pair of shoes that I owned. I ac-

cepted that John was going to be hard to reach.

John had had an extremely difficult upbring-

ing. He had experienced multiple forms of abuse 

- physical, sexual, emotional abuse and neglect. 

As a child he had been shoved from pillar to 

post. His parents, especially his mother, did 

not want John and they had utterly failed him. 
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John’s mother’s way of relating to him coloured 

his own perception of himself and he had con-

structed an extremely negative self-concept. As 

a child John’s mother referred to him directly 

as “a little bastard” and beat him often. These 

negative sentiments are ones that underpin his 

self-image and when feeling ill-at-ease John will 

revert to believing that he is that “little bastard” 

that his mother so readily referred to.

During one session John recalled a particu-

lar incident. His parents were arguing at the 

dinner table about what John should eat. John 

described how his mother got up from her seat 

and threw a saucepan of boiling hot food at him. 

Bowlby (1988) purports that many women who 

perpetrate violence against their children have 

had abusive childhoods themselves and that 

they “have been deprived of basic mothering”. 

John has not been able to ascertain enough 

information about his mother in order for him to 

understand what created the barrage of violence 

and hatred from her towards him.

It is well documented that children who 

grow up in a loving and supportive environment 

develop self-confidence and self-esteem, they 

learn to trust their own judgment, to feel safe in 

the world, that they can be liked for themselves, 

that they can make their own decisions, that 

they are valuable and that they deserve to be 

treated with love and respect. The converse is 

equally true. When children are abused and ne-

glected they feel bad about themselves and their 

self-confidence and self-esteem is undermined if 

not shattered (Ainscough & Toon, 1993).

John was frequently left with his grandpar-

ents when they went to live in the United King-

dom. John spoke about how he felt abandoned 

by his parents but had no sooner settled with his 

grandparents that his parents would again show 

up and take him away. John has fond memo-

ries of his grandparents and experienced them 

as warm and loving. He spoke about a vivid 

memory of seeing his grandmother in tears as 

he was taken away by his father.

In therapy John has come to realise the 

importance of his grandmother in his life and 

how she loved him. She provided him with a 

secure base in the midst of the instability he 

was experiencing and provided him with what 

Bowlby (1988) calls a primary attachment figure. 

This is attested to by John’s character which, as 

it unfolded, showed that he is a kind and caring 

person. John has no ongoing contact with his 

mother. She severed contact with him as a child 

and never sought him out again. His father told 

him as an adult that his mother “couldn’t stand 

the sight of him”, something which was con-

firmed for John when, much later in life on one 

Mothers day John, having managed to get her 

contact number, telephoned her. John described 

how he spoke with a gentleman who asked him 

who he was, how he overheard this man tell 

his mother he was on the phone and that her 

response was to hang up.

John also experienced sexual abuse and rape 

from his aunt’s brother-in-law when he was eight 

or nine years old. John has described how this 

man made him dress up in women’s underwear 
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and treated him like his “girlfriend”. This experi-

ence had a very significant impact on John’s life, 

leading to confusion about his sexuality as well 

as creating sexual difficulties in his intimate re-

lationships with women. John described that he 

feels “less of a man because of not being able 

to adequately perform”. John has experimented 

sexually with other men and described how 

he himself had developed a fetish for women’s 

underwear.

John has worked through these issues. In 

therapy he described how he came to realise 

that he doesn’t need to be anyone’s “whore” 

and that as a result he recently burned the 

underwear.

John regularly punched his fists on the 

chair during sessions when he would experi-

ence disdain towards himself. This was quite an 

exaggerated response but captured his intense 

feelings of dislike towards himself. John’s 

described himself s “a loser, a waste of space, 

useless and a good-for-nothing guy”. He was 

consumed with guilt about his inadequacies as a 

father and for not being a good husband. John’s 

self-image was ingrained and reinforced by his 

use of alcohol. He reported that he drank alcohol 

to get some relief from his intense emotions of 

anger, sadness, hurt, shame and guilt. However, 

alcohol compounded his emotional state, often 

made him feel worse - a further confirmation to 

himself that he was “useless”. In the early years 

of attending therapy John did not think he was 

an alcoholic. For John the journey to sobriety 

was a long and arduous one. He reached real 

lows and was suicidal on a number of occa-

sions and often phoned the service drunk in the 

middle of the night just to hear another human 

voice even though he knew it was just an an-

swering service.

John expressed dissatisfaction with his 

life. He wanted change but didn’t know how to 

achieve it. When I asked him what he wanted 

from therapy he responded: “I want to be a hu-

man being again and to be able to walk down 

the street and feel a sense of worth and that I 

am not berating myself saying I am an idiot or 

useless”. This was and still is the most difficult 

part of the work for John as his self-image is so 

rooted in his early negative interactive experi-

ence with his mother. John’s entrenched nega-

tive appraisal of self was what guided me in my 

approach to working with him. Bowlby (1988) 

stated that the therapist’s aim is “to enable the 

patient to reconstruct his working models of 

himself and his attachment figure so that he 

becomes less under the spell of forgotten miser-

ies and better able to recognise companions in 

the present for what they are”. In order for this to 

happen the therapist needs to provide the client 

with a secure base from which he can explore 

the painful aspects of his life, past and present. 

Bowlby drew an analogy with the secure base 

that the mother provides her child to enable the 

child to explore the world. “The therapist strives 

to be reliable, attentive and sympathetically 

responsive to his patients’ explorations and, so 

far as he can, to see and feel the world through 

his patients’ eyes - namely to be empathic” 

(Bowlby, 1988, p140). In a review of the literature 

regarding attachment in adulthood Mikulincer 

& Shaver (2007) showed that different forms 

of attachment therapy can benefit those with 

insecure attachments, assisting them to revise 

their internal mental models and gain greater 

security.

John has recently appraised his experience 

of therapy and has remarked on how the thera-

“John is born 
again and is 

deciding what to 
do with his life”
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peutic relationship is for him the “best relation-

ship” he has had in his 56 years of living.

As a result of persistent encouragement to 

seek assistance for his alcoholism John joined 

AA and has been sober for three years. Slowly 

John has begun to feel human again and to 

gain some self-respect. He recently commented 

that it is as if “John is born again and is decid-

ing what to do with his life”. John has laid many 

issues to rest from his childhood, he has been 

able to partially forgive his parents, to reach out 

to his children and to learn about the importance 

of boundaries in relationships. John now says of 

himself that he feels he is an “OK kind of guy”. 

John has made remarkable strides in his life. 

It has been a great honour to have accompanied 

him on what has been a tranformative journey 

to sobriety and beyond. I admire his honesty 

and bravery in living his life now in recovery 

from alcoholism and childhood abuse and mov-

ing out from the shadows of hopelessness to 

hope for his future.
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Abstract 

This paper is a reflective exploration of the 

meaning of retirement and its impact on a peer 

supervision group. This is a highly personal 

account of the way a peer group reacted in the 

light of the loss of one of its members to retire-

ment. The paper uses the practitioner under-

standing of trauma from their work with the 

NCS to unpack the possible meanings conveyed 

in the collective act of forgetting. It attempts to 

demonstrate the ‘trauma response’ operating in 

the most ordinary of human actions and their 

usefulness in therapeutic practice.

Background

The background to this article stems directly 

from my work with the National Counselling 

Service where I have worked for the last eight 

years, having spent several years working as 

a counselling psychologist with the NHS and 

the Irish Health Board. Over the last four years I 

have acted as supervisor to counselling psychol-

ogy students as part of my role as counsellor/

therapist. For me supervision constitutes chal-

lenging personal and professional development. 

It has brought to my attention ‘the intersubjec-

tive’ in a very profound and creative way. This 

new and deeper understanding of intersubjectiv-

ity led me to reflect on my own experience in 

peer supervision and hence this article.  

An oasis

Peer supervision can be a lively and creative 

forum for reflection on therapeutic work. It can 

also be a relaxed and supportive place where 

fellow professionals and colleagues create their 

own free space. Where therapy professionals 

work in teams, a peer space is usually found in 

one form or another. Though it can be criticised 

for perhaps not allowing deeper challenge to 

emerge, nevertheless it has strengths that we 

often overlook such as: providing a sense of 

relaxation, a taken for granted informality, which 

is essentially playful and a place to form quali-

tatively different bonds between professionals. 

It can form a kind of oasis for counsellors who 
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may be pressured by competing and conflicting 

demands. Peer supervision as a term perhaps 

poorly describes the experience due to negative 

connotations associated with the word supervi-

sion. Comparing it with supervision which is not 

peer-led has the effect of rendering it less effec-

tive, useful or even less ethical. 

I have been fortunate to have been with the 

same small peer group of four people for six 

years. We all work with survivors of abuse with 

the same agency but are located in different 

centres. Though the frequency of our meetings 

has varied over the years for operational rea-

sons, we have managed to protect and develop 

this time for ourselves. Recently the group was 

faced with the loss of one of its members, Anne, 

to retirement. This event seemed to generate an 

unusual level of forgetfulness in us all. Our col-

lective behaviour was so memorable, mysteri-

ous and troubling that I wanted to write about 

it in the hope of gaining some understanding of 

what it might be communicating. 

A number of intriguing events took place 

just before Anne was due to leave the service, 

beginning with our second last peer meeting. 

During what was a memorable peer group ses-

sion for me, Anne said next to nothing about her 

impending departure but conducted a normal 

session. It only fleetingly crossed my mind that 

day and I remember feeling a twinge of guilt 

that we were not acknowledging her leaving but 

I also felt quite powerless to say anything. For 

me this was an odd feeling. Then four weeks 

later Anne did not attend our final peer meet-

ing, something the rest of us barely noticed. 

She turned up at the building that same morn-

ing but to attend a meeting she had arranged 

elsewhere. I remember feeling confused by her 

absence but unable to think it through. It was as 

though it had quite literally ‘slipped my mind’. 

The rest of us hardly made mention of her being 

absent or it being our last session as a group of 

four. Instead we vaguely wondered and weren’t 

sure and thought no more of it. To complicate 

matters entirely, I recall that Anne had been on 

extended sick leave shortly before these events 

took place. Perhaps her absence and reappear-

ance and then disappearance had confused us 

somewhat or was there more to this than we 

were aware? I remembered how  guilty I felt 

that at that last meeting I had taken up so much 

time in peer meeting discussion  when I should 

have remembered that Anne leaving. Instead 

we had a supervision session as usual. Why 

should I have felt such a weight of responsibility 

to remember and a persistent sense of guilt for 

forgetting? I could not shake off these feelings 

for a long time.

Reflecting on this process now it seems that 

the group enacted a kind of dissociation in rela-

tion to Anne leaving and our six years together 

coming to an end. Dissociation is more than just 

forgetting, which is a more commonplace failure 

in attention. Dissociation implies a splitting has 

taken place internally such that something is 

pushed out of awareness. A breach and discon-

nection takes place which allows us to carry on 

intact as though there were no disconnection. 
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This is something we encounter routinely in our 

work with trauma clients. The only clue to this 

was a strange and pervasive forgetting experi-

enced by all four of us. I remember we referred 

to it only vaguely and lightly on that last day. 

When this kind of forgetting is around it can be 

hard to fasten on to anything as whatever comes 

to you seems to disappear as quickly. It can be 

extremely hard to pay attention as the urge to 

forget is so strong. Eventually you forget that 

you have forgotten. 

As well as this, in the therapy work with our 

clients, memory is often a contentious issue. 

Frequently, clients tell us that they want to be 

‘rid of’ their abuse memories because they are 

so troubling. They are troubling often because 

they cannot be forgotten and are often easily 

triggered. Other clients have poor memory recall 

and complain of not being able to remember 

events or report that they have memory blanks. 

Very often memory is constructed as an unwel-

come intruder or an internal persecutor, as a 

faulty connection or a poor container – “a head 

like a sieve”. In my work I find that clients can 

often experience themselves as different from 

other people or unable to get on with people in 

some sense unable to find comfortable contact 

with others which can make them feel they don’t 

‘belong’ anywhere. At times this experience is 

articulated and in awareness for them but with 

others it is conveyed in the process of therapy 

and with the counsellor ‘having a feeling’ during 

or after the session. If the feeling remains un-

processed in the counsellor it may also remain 

so with the client. The challenge to the abuse 

therapist is to ‘remain alive to her feelings’ 

during and after the meeting when perhaps the 

material has been overwhelming or the meet-

ing confused and unfocused. There may also 

be a vague feeling of being blank or unable to 

remember. This work can place huge demands 

on the therapist to recall the session for pur-

poses of note-taking and understanding but that 

can conflict with the experience of being unable 

to remember or not wanting to write up notes. 

We can find ourselves battling contradictory 

urges and unable to really process what is being 

experienced. It seems to me that something of 

that contradictory process was played out in the 

peer group’s final two meetings together. 

It was only many months after Anne had left 

that the peer group had the opportunity to re-

flect on what had occurred. We organised a final 

peer meeting to mark the end of our eventful 

six  years together. We talked about each other, 

about loss and the group process. There was 

talk about protest against loss and Anne told us 

how hard she fought against leaving work. She 

was quite steadfast about her protestations and I 

couldn’t help but wonder how such loss and pro-

test had gone under the radar for us as a group. 

What was she doing by her fierce rebellion at 

ending? I wondered too what it meant about 

our peer group. Perhaps in hindsight it was less 

about her attachment to us and more about her 

own aging process and a refusal on her part to 

succumb to a retired life. Most of us had no idea 

she was resisting leaving as it rarely came up 

in discussion. It seems that her rebellion was a 

very private and personal affair conducted at a 

less obvious level. Might retirement herald the 

onset of old age for her and,  given her youth-

ful and glamorous presentation, could this be 

what she was really struggling with? Though she 

was retiring she was also fighting that reality. 

“clients have often 
kept their abuse secret 
from even the closest 

people to them and 
for many years”
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She may have clung to the hope that she would 

be able to remain on in some capacity with the 

service. This hope somehow got communicated 

to us in a way which appeared to override the 

reality of her leaving the group. In the same way 

that clients often attempt to rid themselves of 

intrusive feelings associated with the abuse we 

also enacted a dumping of feelings of loss of 

Anne by our forgetfulness at the final meeting. 

It seemed that our process reflected the client 

experience. I wondered at the intensity of our re-

action and tried to make sense of why we might 

have behaved in this way. 

On reflection I wonder could there have been 

some element of trauma about Anne’s leaving 

the peer group? Perhaps for Anne, retiring was 

somewhat traumatic, for those remaining it rep-

resented another loss, which we found difficult 

to contain given the history of the service. Of 

interest of course is the secretive nature of our 

experiences. Anne had never discussed leaving 

during any peer session though she had referred 

to this casually over coffee once or twice shortly 

before she left. At that next to last supervision 

session, we barely acknowledged her loss from 

the supervision group. Neither did Anne herself 

talk about the ending of our group that day. I 

remember too an unease and sense of insecu-

rity which was familiar given the several other 

upheavals to the service in quite quick succes-

sion. I remember feeling confused that her loss 

was missing in our casual interactions with each 

other during that whole team day and this con-

fusion stayed with me for some time. Bearing in 

mind that loss has always been difficult for me, 

I was not surprised at what I was feeling inside. 

However, most of my thoughts remained with 

me and were not shared with the other mem-

bers of the group. 

Our clients have often kept their abuse secret 

from even the closest people to them and for 

many years. Were we experiencing this ritual 

unconsciously with each other and keeping 

our own intimate feelings in a state of secrecy? 

Could it be that counselling the abused fills the 

counsellor with feelings of shame arising from 

countertransference feelings of being a witness 

to such feelings and finding no space to articu-

late the depth of feeling that comes with work-

ing with this client group? If there is difficulty 

for the client in confiding, surely there must be 

difficulty for the counsellor in being the contain-

er for such stories. For example, sexual abuse 

challenges me as a professional in a way other 

work doesn’t. The seductive, subtle, manipula-

tive, cruel, confusing and terrorising experience 

that is child sexual abuse can leave me feeling 

several contradictory emotions which can be so 

difficult to articulate let alone discuss anywhere 

be it with peers or supervisors.

However, trauma is not confined to those 

who were abused. Indeed trauma is consequent 

to several realities and different contexts from 

accidents to being witness to life events. What 

if trauma were at the centre of our forgetting 

about Anne’s leaving and her own forgetting re-

sponse? What if the work had indeed little bear-

ing on our collective behaviour but rather we 

as a group reacted directly in a highly unusual 

way to her leaving? We were facing the end of 

six years together. Is it possible that Anne might 

have represented the loss of ‘mother’  from the 

group? She was the elder but looked nothing 

like her years and was responsive and reactive, 

warm and light-hearted. There was a calm ease 

about her always. Perhaps she represented the 

‘good mother’ for us, bringing a gentle relax-

ation to the group. One of the great things about 

peer supervision is that it offers the possibility of 

developing different kinds of bonds with people. 

I think we managed to construct a kind of relat-

ing that was casual but interested, concerned 

but relaxed, collegial but friendly. There was a 

looseness in our relationship which never strait-

jacketed us into some ethically required format 

or expectation. We learned over the time to ‘let 

ourselves be’ more and more and in doing that 

we found we had a desire to be together. Per-
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haps without even knowing it we had connected 

at a deeper emotional level, something which 

may have sustained us as a group. 

Anne’s leaving should have been a source of 

sadness and joy for us rather than expressed in 

a collective act of forgetting. However, what if 

this unexpressed emotional reality was some-

how playing a role in our group process? Per-

haps retirement could be construed as traumatic 

because it represents a major life shift or transi-

tion into what can be considered by some to be 

a discarded life stage, for Anne from a cherished 

identity as psychologist to retired. Also, her 

loss might have had an historical reverberation 

for her or any of us in the peer group. Was my 

sense of guilt not a tacit response to knowing 

about this transition and not being able to do 

anything? Did we in effect sense her trauma and 

empathise with it? Such empathy can manifest 

itself in several ways. Perhaps as a group we 

internalised the trauma split. We could only 

dimly remember. I experienced powerful guilt, 

Anne herself felt angry rebellion and collectively 

we barely found a way to voice the fact of her 

retiring and the end of our group. 

Transitions bring losses but there is some-

thing about retiring which may indicate a loss 

of identity. This certainly mirrors trauma work 

in which we regularly work with the client’s 

identity experiences from not knowing who 

they are to wishing they were other than they 

are. Perhaps her period of extended sick leave 

was linked to her retirement and whatever that 

transition triggered in her and empathically 

also in us. If Anne’s retirement symbolised a 

traumatic identity crisis which she split off from 

her awareness, could we have picked it up in 

our countertransference response of forgetting? 

Did this even likewise trigger some of our own 

earlier struggles with loss or ending and influ-

ence our collective response? Did we actually 

identify with her internal struggle with transition 

and respond in an attempt to dispel the trauma 

by forgetting? Our intimate connection to each 

other was demonstrated in this casual almost in-

different way. Could this peer group experience 

have relevance then for practice in general? 

The ordinary taken-for-granted act of forget-

ting had a meaning for our group. However, in 

a service so regularly flooded with traumatic 

events, this simple response almost went un-

noticed. It is our greatest asset that we can 

respond to what is often unspoken but some-

how conveyed. It is the mysterious connection 

that exists between people and which we can 

use as practitioners to help clients unpack the 

tangled thoughts and emotions they bring us. If 

we work in a way that uses our natural intuitive 

capacity, spontaneous reactions with an ethical 

reflective process, we may find creative avenues 

for developing our practice. Perhaps therapeu-

tic practice then might flourish in a way which 

nourishes and crafts theory. In this case the 

forgetting we all experienced indicated some-

thing alive and vital about us and could help us 

explore ourselves as a group. Therefore it is vital 

that we are able to pay attention to some of our 

most ordinary reactions as they bring to life the 

simple betweenness of people and an intimacy 

which is as exciting as it is unexpected. 

Epilogue 

I gave this article to everyone in the peer 

group and met with Anne herself some months 

later to discuss it. She was quite excited about 

the article and my interpretation of the events 

surrounding her retirement. Though she herself 

was not aware of anything unusual happening 

with the peer group during those last meetings 

she confirmed that she had denied the reality 

of retiring for a long time. She believed that 

trauma lay at the heart of the issues for her at 

that time which she has now transformed. I sug-

gested that she write a response to this article 

offering her own perspective on these events. 

Anne’s response to this article follows. 
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Abstract 

This article charts the course of my psycho-

logical and emotional response to retirement, 

from initial repression, through the grief pro-

cess, catharsis, and resolution. It is my response 

to an article, written by my colleague Sheila, on 

the unconscious impact of my retirement on a 

small supervision group. Initially, my response 

was repression and the response of the group 

was “forgetting”. On learning of the group re-

sponse I wished to articulate the content of the 

repression that had been occurring during group 

meetings for some time before my retirement. 

This is discussed in relation to the experience of 

the group and also in relation to implications for 

client work.

Introduction 

Having worked in the home for most of my 

life I went to college in my forties and obtained 

a master’s degree in Counselling Psychology. I 

set up in private practice and in my late fifties 

joined a team of counsellors and psychothera-

pists working with victims of trauma. This time 

of my life was an exciting time as I had always 

had a keen interest in psychology. I spent time 

working with victims of trauma, learning about 

the impact of trauma on the psyche and learn-

ing much about my own way of being in the 

world. I considered I was developing a career 

and the prospect of retirement wasn’t a part of 

this thinking as I had always longed to be part of 

the work force – I was only starting so how could 

I be retiring? If the thought did cross my mind 

fleetingly I quickly dismissed it.

About six months before I was due to retire 

I was experiencing a lot of anxiety. This feeling 

of anxiety reflected the fearful and unwelcome 

thoughts that were going through my head at 

that time about reaching the age of 65, becom-

ing a pensioner, and growing older. However, I 

believed that it might be possible to remain in 

my job if I wished. I enquired and was informed 

that it was more than likely that I could remain 

in my position, hence I carried on working, 

imagining that I could put any thoughts of aging 

and retirement aside.

A great source of support for our clientwork 
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was a peer supervision group where we dis-

cussed our client cases, the impact of our work 

on ourselves, and other issues that might need 

airing. While thoughts of retiring loomed from 

time to time I could never muster the courage 

to discuss it in the group particularly during 

the final six month period as I was inhibited by 

fear and denial. It would have been too painful, 

not least having to leave this group in which a 

strong bond had developed. I wouldn’t be leav-

ing anyway, “sure it was probable that I could 

stay on - no need to mention the subject at all”.

Also during this time, I had entered discus-

sions with the Director of Counselling and was 

informed that I could remain on after retirement. 

A few weeks later this concession was rescinded 

and I was informed that this would not be pos-

sible after all. This happened on two occasions in 

the weeks before I was due to retire. However, I 

remained positive in my belief that I would not be 

leaving work. I continued to see clients without 

preparing them for the possibility of my retire-

ment. However, due to cutbacks, a few weeks 

before my official deadline, the final decision that 

“retire I must” was made. Coming at this point 

and in light of my continued denial, the decision 

came as a shock to me and I was suddenly forced 

to face reality. The shock was mitigated somewhat 

as I actually remained on for a year to conclude 

my work with clients. This extra year provided 

me with the space to finally confront the trauma 

of reaching the age of 65 (66), of reaching official 

retirement, and of reaching the end of a career 

which seemed to have only just begun.

Although I was working for an extra year I 

was on contract and this meant that I was no 

longer part of the team nor part of the peer su-

pervision group – so no time now to discuss any 

retirement issues with my colleagues. The final 

session of peer supervision was an essentially 

sad one for me, however, as I was remaining 

in work it wasn’t really about retiring, so once 

again I evaded the issue in the peer group. I was 

in effect pretending to myself that the change for 

me was just one of working under contract.

A year later I ‘retire’ again! I can remember 

the sadness that I was feeling at having to leave 

what was so much more than just a job. I loved 

the work, my clients, my colleagues, and that 

was just the beginning. Also at that time my 

children had all flown the nest and didn’t “need 

me any more”. I felt empty and sad and life felt 

meaningless. I came to realise the full impact 

that separation and loss has on me and just how 

difficult the psychological adjustment would be.

Being fully aware now of just how traumatic 

psychological and emotional separation can be 

I wonder at the process of our group during my 

last months; where was all that sadness? What 

was happening for the other members?Were 

they colluding with my denial in order to avoid 

the meaning of separation for each of them? 

What lay beneath the surface of the group as 

we explored the experiences of our clients? Was 

it so much easier to ‘forget’ than to explore the 

meaning of what was happening? How much 

did this process influence our actual separation? 

Have we separated at all? In hindsight, sharing 
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my inner trauma would have enabled me to 

process my emotional turmoil in a caring and 

supportive environment and perhaps enabled 

my colleagues to share some of their own 

experiences of what retirement means for them. 

Doing so could have facilitated a group separa-

tion process which would have been growthpro-

moting, not only for ourselves but for our clients 

also.

Separation issues are part and parcel of our 

work with traumatised clients. Do we continu-

ously strive to keep our own trauma repressed 

while helping (!) others to explore theirs? Is it 

possible to work effectively in such psychologi-

cal limbo? Are we colluding with our clients 

in order to keep trauma denied? How do we 

process separation with clients?

I continue to work in private practice and 

am aware that as I move on through emotional 

trauma/loss so too do my clients. Is it the case 

that psychological growth promotes true attach-

ment and therefore true separation?

Process

My early life experiences include pre/ peri 

natal trauma, the death of a sibling when I was 

a child and an insecure attachment pattern. 

Lifespan development and the effects of early 

trauma on later psychological adjustment have 

been the topic of much interest and research. 

The death of a sibling in childhood poses 

particular difficulties for the developing child 

as the safety of the world and efficacy of adults 

are called precipitously into question (Charles 

and Charles, 2006). Worden, Davies and Mc-

Cown (1999) found that girls were more severely 

affected by the loss of a sibling than by the loss 

of a parent in childhood and Cain, Frost, and 

Erikson (1964) found that a strong sense of guilt 

is present in individuals five years after the 

death of a sibling. They stated that this intense 

level of guilt may cause much psychological 

distress in later life. I now understand my state 

of denial about retirement as all of these issues 

were a part of my psychological and emotional 

response to retirement. I addressed these issues 

on some level before, but I believe they evoked 

an identity crisis in me at the time of my retire-

ment. I became sad and depressed and had 

little energy as my conscious mind and body 

struggled with the process of grief. I felt that 

I had no meaningful place in the world, I was 

facing the prospect of old age and dying and 

feeling a deep level of low self-esteem and lack 

of confidence.

Although I was working part-time in private 

practice it did not mitigate my grief. It did, how-

ever, help to motivate me through the process-

ing of trauma and grief. Therapists who work 

with victims of trauma are exposed to vicarious 

traumatisation, therefore this was an issue I 

needed to be aware of in order to separate my 

trauma from clients and not to contaminate 

sessions with my process. At some point before 

retiring I went on a period of sick leave. I rec-

ognised this illness as psychosomatic and later 

understood it as a reflection of my emerging 

identity crisis.

I had not been thinking about the impact of 

my retirement (denial of) on my peer supervi-

sion group until I read Sheila’s article on the 

group’s psychological response to my retiring. 

She had written an article on what she expe-

rienced as “group forgetting”. As the subject 

of my retirement was mentioned only once or 

twice she felt it had been “actively forgotten” 

by the group. Having read her article I felt that I 

“the decision came 
as a shock to me and 

I was suddenly forced 
to face reality”
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would like to articulate what was unconsciously 

happening for me during our group meetings. 

I remember my experience like a “weight” that 

robbed me of energy and affected my ability to 

relate effectively. I struggled to be present in 

the group but hoped that no one ‘noticed’ any 

of this. I ask myself is it possible for anyone to 

forget something that they never knew in the 

first place? Was it really forgetting or something 

else? Were we all relating at a level of denial? 

Was I carrying something for the group – the 

traumatic loss involved in separation for clients 

and therapists alike?

Did Sheila sense my denial and introject 

it as forgetting? If so what does this mean for 

Sheila? Having discussed some of these issues 

with her I wonder if perhaps she manages 

separation with the defence of ‘forgetting’. What 

is the meaning in this response to separation 

for Sheila and why does she need to forget? 

Perhaps for Sheila, as for myself, meaning lies in 

her early life experience.

What of the remaining two members of the 

group – what does my retiring mean for them? 

I have no awareness of what may have been 

happening for them at that time and realise that 

this has impacted on the nature and quality of 

our separation. What is happening in the group 

now? Have they moved on or do we remain at-

tached by a bond of ‘not knowing’? My experi-

ence of retirement mirrors Sheila’s theory that 

it may trigger an identity crisis. This crisis is felt 

and processed in the context of previous life 

experiences and the emerging identity will be 

more mature and well integrated.

Conclusion

It is almost two years now since I retired 

and I remember very well the physical, emo-

tional and psychological journey to acceptance 

(under duress!). It is only now that I have found 

it possible to write this article and doing so has 

been cathartic, worthwhile, and fulfilling. I have 

processed and integrated my traumatic experi-

ences, can live in the moment and feel content. 

I have regained my confidence and self-esteem 

and I am enjoying the time I now have for my-

self and my family. There is life after retirement!
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Abstract

This paper presents an account of a mixed 

gender, slow, open, psychodynamic, psychodra-

ma group in Harbour Counselling Service, NCS, 

which has been running since December 2001. 

Details of the characteristics of the group are 

described followed by a reflection on the pro-

cess of group development over the years with a 

particular emphasis on periods of near ‘death’ of 

the group and its subsequent ‘resurrection’. Key 

learning points that have emerged, which now 

inform best practice, have been identified and 

are shared at the end of the paper. 

Part 1 Descriptive

Introduction

Harbour Counselling Service, HSE South is 

the branch of the National Counselling Service 

(NCS) covering counties Cork and Kerry. Even 

before the service was launched, the birth of 

a group therapy programme was anticipated 

with excitement by the co-authors/co-therapists 

of the group as will be described in this paper. 

Initial preparations were put in place to support 

group therapy within the service, such as a dedi-

cated group room as part of the specifications 

when designing the purpose-built centre in Cork 

city. A specially coloured lighting system was in-

stalled, together with specially selected furniture 

to facilitate ease of movement during action/

experiential practices. A wide range of necessary 

materials were sourced such as musical instru-

ments, fabrics and soft toys.

By the end of the first year in Harbour, clients 

were identified within the service who had either 

requested group therapy or for whom group 

work had been suggested. On December 2001 

the group was ‘born’. The life of the group so 

far has had ups and downs. At one point it was 

‘near death’. Through a process of exploration 

within supervision and with the Harbour Coun-

selling team, the group has come to experience 

what could be considered a ‘resurrection’. It has 

survived and is now thriving after nine years 

in existence. This is some of the story of the 

group’s evolution so far. 
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“There is a shared understanding that 
restoration of trust and safety involves 

the creation of a respectful, nurturing 
and reliable space”

The group’s co-therapists

The group has a male and female co-ther-

apist. Throughout the facilitation of the group, 

great value has been placed on creativity and 

spontaneity, allowing the co-therapists to draw 

on their own inner resources.

The male therapist is a clinical psycholo-

gist with 20years experience who has trained 

in cognitive behavioural therapy (CBT), psy-

chodynamic and gestalt psychotherapy. He 

has been working with groups since 1988. The 

female co-therapist is a counsellor/therapist and 

psychodrama psychotherapist who trained in 

therapeutic community practice, group analysis, 

psychodynamic psychotherapy, Eye Movement 

Desensitisation and Reprocessing (EMDR) and 

Emotional Freedom Technique (EFT). She has 

been working with groups in the therapeutic 

field since 1976. 

Rationale and theoretical underpinnings 

At Harbour, group therapy has always been 

seen as an important option for clients in addi-

tion to individual counselling/therapy. Given that 

some clients attend with the need to explore the 

impact of their severe developmental trauma 

with others who have had similar experiences, 

the option of having a space where they can 

share and support each other becomes im-

portant. Pearlman (2005) described therapy as 

“intimacy with live affect and without loss of 

boundaries; emotional visibility without shame; 

trust without fear of exploitation.” Group therapy 

can provide all of these potentially healing 

experiences. Additionally, group therapy can be 

a space for clients to counter the secrecy and 

isolation that often accompanied their abusive 

childhood experiences. 

In facilitating a therapy group for clients 

who have experienced various forms of child-

hood abuse (emotional, physical, sexual and/

or neglect) the background working presup-

position of the co-therapists emphasises safety 

and the honouring of, and building on, personal 

strengths as a basic platform for the thera-

peutic work. There is a shared understanding 

that restoration of trust and safety involves the 

creation of a respectful, nurturing and reliable 

space where group members take strength from 

their own positive roles, as well as the love and 

support of the group.

Attention has been paid in a systematic way 

to the development and role training of positive 

states at neurological, biological, energetic as 

well as intrapsychic and interpersonal levels. 

The overall therapeutic style adopted in the 

group is integrative, weaving, as needed, a 

combination of the above together with symbol-

ism, metaphor, cognitive behavioural therapy, 

psycho-education and psychodynamic insight-

oriented interventions. This has been achieved 

by the inclusion of psychodrama, mindfulness 

and meditation, progressive muscle relaxation, 

anchoring, Eye Movement Desensitisation and 

Reprocessing (EMDR), positive state enhance-

ment and Emotional Freedom Technique (EFT) 

.With this strength and encouragement, group 

members find the courage to address deep-seat-
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ed wounds allowing the recovery and healing 

process to commence. Thus traumatic experi-

ences can be revisited with a kind of contain-

ment which prevents re-traumatisation. 

Some of the practitioners and writers who 

have informed and inspired the work and devel-

opment of the group include: Wilfred Bion (Bion, 

1961), Jacob Moreno (Moreno, 1977), Sue Ger-

hart (Gerhart, 2004), Alan Schore (Shore, 2003), 

Peter Levine (Levine, 1997), Babette Rothschild 

(Rothschild, 2000, 2003, 2006), Laurie Pearlman 

(McCann and Pearlman, 1990; Pearlman and 

Saakvitne, 1995), John Heron (Heron, 2001) and 

Irvin Yalom (Yalom, 1995).

Description of the group

The group at Harbour is a mixed gender, 

slow-open, psychodynamic psychodrama group. 

There is an upper limit of eight participants with 

a male and a female co-therapist.*The group 

meets weekly for two-and-a-half hours. It is 

understood that the group is the primary thera-

peutic space for the participants; this means that 

participants make arrangements to conclude 

any individual therapy when they join the group. 

All members join the group with the explicit 

understanding that experiences of childhood 

abuse can be processed. Everyone is encour-

aged to work at their own pace in terms of their 

own needs but all are aware that others will be 

processing their experiences and that they may 

be witness to this within the group.

Historically, each group session had a struc-

ture which was adapted in a flexible and fluid 

way according to the needs of the group. The 

structure comprised of the following elements: 

business (any practical issues such as apolo-•	

gies from members or upcoming breaks); 

warm up (the co-therapists alternate the •	

facilitation of this); 

feedback (from previous week); •	

check in (including identification of need for •	

specific piece of work), 

tea/coffee break •	

deeper exploration or psychodrama.•	

In 2008 the co-therapists along with the 

members of the group began to experiment 

and be creative with the structure. Various op-

tions were introduced and piloted for an agreed 

period, after which feedback from the members 

was sought. 

Since the spring of 2009 the agreed arrange-

ments in the group are that one group session 

will be take the form of a classical psychodrama. 

The advantage of this is that the full two-and-a-

half hours of the group session can be dedicated 

to the psychodrama (described in more detail 

below). The alternate group session is an un-

structured group. There is a flow from one group 

to the next in so far as the theme that emerges 

within the unstructured session provides 

inspiration for the structured ‘warm up’to the 

psychodrama group the following week and the 

work from the psychodrama session is further 

processed in the following unstructured group. 

Some of the themes that commonly arise in 

group sessions include: commitment, intimacy 

and sexuality, trust, expression of fears, anger, 

shame, challenging self doubts/judgments/criti-

cisms/sabotage, hope, courage and forgiveness. 

The group offers opportunities for members to 

evolve and create new responses to old situa-

tions.

Mixed gender

Ideally the mixed gender element would 

be an equal ratio of males to females but in 

practice there have always been more female 

participants than male. The group started with 

two males in 2001 and one left after two ses-

sions. Later on there were no male members for 

a period. Currently, and for the past five years, 

there have been three men and five women in 

the group.

*There have 
been two 

occasions when 
a trainee clinical 

psychologist 
has joined 

the group for 
an extended 

period of nine 
months.
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Slow-open

The structure of the slow-open group could 

be said to represent a microcosm of life itself in 

that a slow–open group allows participants in 

discussion with the group to determine when 

they are ready to leave the group. As group 

members leave, this creates an opportunity 

for exploring themes of loss. When there is a 

vacancy in the group this permits new group 

members to join the group. These momentous 

changes impact powerfully on both the existing 

group members and the new group member. 

They echo earlier experiences such as sibling 

rivalry, being overlooked and traumatic early 

separation. This of course is grist to the mill, pro-

viding access and an immediacy to the working 

through of such issues. 

Psychodynamic

The group was envisioned from the outset to 

be a place of in-depth exploration and healing 

of developmental and traumatic wounds. This is 

a delicate undertaking and only possible when 

conditions of safety and interpersonal trust are 

in place. A key aspect of this involves co-cre-

ating and evolving the containment structures 

in partnership with the participants and co-

navigating the course in a spirit of collaborative 

endeavour. Within the safety of this containment 

structure, it becomes possible to explore both 

the inner world of the group member and to 

appreciate how this inner world manifests rela-

tionally both within the group and in the wider 

world. Both interpersonal and intrapersonal 

processes are open to exploration at conscious, 

unconscious and co-unconscious levels. Moreno 

(1977) speaks about the co-unconscious levels of 

consciousness that occur in naturally occurring 

groups such as couples, families, and teams as 

well as therapy groups:

We must look for a concept which is so 

constructed that the objective indication for 

the existence of this two way process does not 

come from a single psyche but a still deeper 

reality in which the unconscious states of two or 

several individuals are interlocked with a system 

of co-unconscious states (in Holmes, Karp and 

Watson, 1994: 213).

The unstructured group is exactly what it 

says: apart from a set starting and finishing time 

there is no other structure provided by the co-

therapists. It is up to the group members to de-

termine how they use the time and space and to 

reflect upon their own and the group’s response 

to this opportunity. In this ‘free for all’ there may 

be self-imposed holding back, or there may be 

silences of different qualities, quiet and reflec-

tive or tense and withholding. A group member 

may suggest their own structure such as a ‘check 

in’ as they grapple with containing the anxiety 

that this lack of structure provides. These are 

some of the features of analytic group pro-

cess as described in the literature (Bion, 1961; 

Foulkes, 1975). In this group they are present in 

a low-key and integrated form. Frequently there 

may be a further processing of issues unearthed 

in the previous week’s psychodrama. Group 

members may reflect upon their own process as 

it manifests in the ‘here and now’of the group, 

together with consideration of how this might 

parallel their everyday life. It is important that 

the group has the capacity to face issues of con-

flict and discontent with confidence so that this 

can be contained and worked through within the 

group. In the words of a group member*: “I love 

the way conflict has arisen in the group and new 

ways of dealing with it are worked through.”

Through free floating discussion and associa-

tive links the central group motif emerges. It 

becomes clearer how group members project 

and respond to the group and to other group 

members and to the group co-therapists in 

much the same way as they do/did in the group 

situations and, of course, in particular to their 

family of origin. As one group member put it:

A lot is expected from them (co-therapists) as 

“parents” of the group and I’m sure they must 

*For the purpose 
of this article a 
questionnaire 
was designed 
and administered 
to each group 
member. Some of 
the direct feedback 
provided has been 
used in the article, 
as illustrations. All 
members of the 
group consented 
to the use of 
their feedback 
in this article. 
No identifying 
information has 
been used.
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feel the weight of this role as we project and 

transfer our emotions on to them at different 

stages of our development. 

As these processes come more into the con-

sciousness of the individual and of the group it 

becomes more possible to re-negotiate habitual 

roles and their dynamic position in the group; a 

safe place of creative revision in which the true 

self can emerge and find its form. The group 

then becomes a mirroring space where this 

emerging form is nurtured and strengthened 

prior to implementation in other groups and set-

tings. In the words of a current group member: 

…”I didn’t actually believe that I could 

change how I felt about myself, what 

surprised me most was that I did change 

how I felt about myself… life and people 

around me. I did not even realise that it 

was an option to change those feelings.”

Psychodrama

Psychodrama as a method of group psycho-

therapy considers that the group is the route to 

the psychotherapeutic process. “The group is 

a living and dynamic entity, it is a microcosm 

of society, encompassing multi-transferential 

relationships as well as multi-telic relationships. 

Jacob Levy Moreno coined the term ‘tele’ to de-

scribe the two-way invisible link between people 

that is based on their actual real relationship 

and which goes beyond conscious knowledge. 

It can describe reciprocal feelings of attraction, 

repulsion, distortion or indifference” (Murray, 

2008: 21).

The psychodrama group is structured into the 

following phases:

Warm-up: 

This is usually a structured experience designed 

to evoke both interpersonal and intrapersonal 

connectedness in a multilayered way, encom-

passing the body in terms of the both physical 

and energetic aspects, mind, spirit, emotion and 

imagination. It is a time when external concerns 

are either set aside or are more fully embraced, 

thereby becoming a ‘group concern’. Various 

issues may then be presented but one issue will 

be chosen by the group for exploration. Group 

members are invited to choose the issue that 

resonates most fully with their own lives. The 

protagonist (the group member who presents 

and works through an issue) will work not only 

on their own behalf but also on behalf of the 

group. 

Enactment

 This is exploratory enactment in which the issue 

presented unfolds and is worked through to 

resolution with the help of other group mem-

bers playing ‘auxiliary roles’. Taking roles on 

behalf of the protagonist can benefit the auxil-

iary (the group member who plays the role) as 

well as the protagonist, illustrating a wonderful 

economy inherent in the method. 

“Playing roles liberates me from my usual 

self consciousness, I can wholeheartedly 

engage. The roles reveal to me powerful 

internal energies which yield sobering 

insights to my unconscious process” 

(current group member).

Typically, an exploration would start with 

a presenting scenario; this might be a current 

life situation. As we witness this representa-

tion unfold psychodramatically we get to see 

clearly the roles and coping strategies adopted 

by the protagonist. In Kleinian terms the “inner 

object world” of the protagonist is concretely 

represented and therefore visible to both the 

protagonist and the group (Holmes, 1992). The 

role response can be traced back to its origins or 

“locus scene”, the place where this way of cop-

ing came into being. The psychodramatic work-

ing through of an issue in the ‘locus scene’ will 

typically yield both insight and catharsis as well 



105

to a life that shines out of darkness… to a life that shines

as an opportunity for the protagonist to discover 

and nurture their true selves, to rediscover their 

spontaneity. Ideally there would be an opportu-

nity for ‘role training’, in other words, return to 

the original scenario for a re-take.

Sharing

In this phase of the group, group members 

have the opportunity to share resonances with 

their own story whether this has been triggered 

by the role taken or by being a witness as a 

member of the audience. This is a very support-

ive and integrating process for the protagonist 

and, most importantly, through the sharing they 

feel understood at a profound level. For the rest 

of the group there is the chance to reflect on 

how they have been touched by the work; often 

forgotten memories surface and new insights 

emerge; it is often said that one psychodrama 

begets another. “I get caught up in other 

people’s work that may mirror my own feelings, 

thoughts or problems without realising it. I call it 

‘piggybacking’” (current group member).

Transformational.

The subjective aspect of the journey

As part of the process of writing this paper, 

the two co-therapists and the current group 

supervisor explored their personal experience of 

the evolution of the group. 

Overall, the writing of this paper reflects 

a renewed enthusiasm which corresponds to 

the initial enthusiasm which was present when 

the group was set up. In between has been a 

journey to the point where a dissolution of the 

group – ‘death’ - was considered. A process of 

resurrection followed which has brought the 

work to the point which has now been reached. 

Near death

In the earlier years, in retrospect, ruptures 

can be identified that were caused by: 

The assessment/screening process for the •	

initial cohort falling mainly to one of the co-

therapists, as it coincided with a very busy 

period in the service with the organisation 

of the official launch. Suitability criteria for 

group members had not been fully identified 

at that point; some members who joined the 

group struggled with attending and some left 

the group. 

People leaving prematurely; creating a sense •	

of mistrust in the group and with the co-

therapists.

Existing group members being reluctant to •	

share with new group members and there 

was often resentment about new people 

joining.

Members leaving the group without discus-•	

sion, and the group then attempting to deal 

with the messy aftermath of this.

Many group sessions with very small num-•	

bers, especially during the summer months.

It has been difficult for men to be in and to •	

stay in the group and difficult to make room 

for a masculine presence in the group. 

The fragility of the group was paralleled by •	

that of the NCS itself at this period as the 

NCS had only a temporary status within the 

wider organisation.

A period of no referrals from the team, de-•	

spite repeated requests. There was also a de-

gree of criticism and challenge from the team 

to justify resources going into the smaller 

group. The low level of uptake posed an ethi-

cal dilemma. Should the group continue or 

be disbanded?

Resurrection

Supervision of the group had also gone 

through a period of change. In 2003 a female, 

person-centred supervisor was replaced with a 

male, integrative psychotherapist/ supervisor. 

This shift helped to redress the masculine en-

ergy of the group (there were no male members 

of the group at that time). It also allowed for 

robust theoretical and philosophical holding of 

conversations between the co-therapists regard-
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ing their own process in the group. There was 

space to acknowledge the contribution of both 

co-therapists beyond the more dominant energy 

of the psychodrama. 

In 2005, the group was concerned about its 

possible demise given worries about its dwin-

dling numbers. The co-therapists were holding 

the group in a fragile state and it was time for a 

decision. One supervision session was devoted 

to an exploration of the dilemma. The response 

was divided among the co-therapists, the male 

wanting to take ‘flight’ and the female wanting 

to stay on and ‘fight’for survival (Bion, 1961). The 

supervisor provided an important holding in this 

exploration and was an important catalyst so 

that by the end of the session it was agreed to 

put determined energy into reviving the group.

 “… drawing on my long experience of 

group and institutional dynamics, and 

beginning to share with the co-therapists 

my fantasy of a possible group in Harbour 

which would develop a life of its own and 

still be running, as it were, in 30 years 

time when we are all long gone.” 1

The co-therapists also took the opportunity 

during a period of service review and planning 

to open up to the painful issue of the potential 

‘death’ of the group within the team, to con-

sider the best interests of the remaining group 

members, and also to face the pain, disap-

pointment and sense of failure that ending the 

group might engender. Within the service and 

with the support of the full team, the group was 

psychodramatically and symbolically explored. 

This represented a very powerful energetic 

shift in the way the group was held between 

the co-therapists and within the team. It felt 

like the co-therapists had come very close to 

divorce only to realise that articulating truth 

honestly was enough; this led to a surrender to 

the cosmic forces, subsequently new referrals 

to the group began to be received. The joining 

together again of the ‘couple’ as represented by 

the two co-therapists in renewing their commit-

ment to the group provided the impetus needed 

to resurrect the group. The decision was made 

to promote the group externally and this was 

helpful in articulating what the group was about. 

There was a renewal of pride in the group and in 

the therapeutic work between the co-therapists.

From a dynamic that represented a ‘mother-

ing’ that was over controlling, and a ’fathering’ 

that was absent, a shift occurred to redress the 

energetic balance and investment in the group. 

The emergence of the confident maleness at 

the end of the exploration was unanticipated in 

the process, and its relation to the ‘death’ and 

‘rebirth’ of the group emerged in the process 

in a similar way. The nurturing and life-giving 

‘mothering’ was also essential in the rebirth of 

the group. Ending or giving up or the death of 

her ‘baby’ were not options.

Both co-therapists then felt the group had 

a life that should be fostered. The institutional 

base of the group was considered. A process 

began of advertising and promoting the group, 

validating its function within the life of the or-

ganisation. The group then began to recruit. 

“It now seems to me that the emergence 

of this group into life against the back-

ground of its near death, due to that 

precariousness and fragility, is expressive 

of a deep dynamic relating to abuse, and 

I feel suddenly now privileged at hav-

ing been, as I feel, representing the male 

function of fertilisation and insemination, 

without this being abusive, which con-

tributed to the rebirth – and I suspect in a 

sense the actual birth – of the group.1

The present

Currently, the group is well established, 

with five women and three men. It is up to full 

capacity with a regularly attending and com-

mitted membership and an emerging waiting 

1 Supervisor’s 
comments on 

the process.
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list. Engagement has been at a deep, connected 

level with open and honest sharing between 

members. 

It is evident that the group has the charac-

teristics of a work group (Bion, 1961) such as 

goal-directedness, an ability of the individuals to 

cooperate in an activity, and the ability to relate 

to reality. Furthermore, as MacKenzie (1994) 

emphasises, there is the emergence of more 

distributed leadership. 

Under these special conditions of safety, 

the patient may take steps to test the 

necessity of maintaining his old maladap-

tive solutions (in Whitaker & Lieberman, 

1964: 166).

Evolution of practice: Key learning points 

As co-therapists our own practice has 

evolved and developed naturally over the last 

nine years. The changes in practices and the 

learnings we have identified as important in 

sustaining a long-term psychotherapy group 

include the following: 

An ongoing group assessment process for •	

potential new members that can incorporate 

multiple sessions, as required, with both co-

therapists. The range of elements within this 

process has come to include:

a detailed description of the group —

an exploration of the client’s specific  —

needs for group therapy

the client’s history and current coping and  —

supports available to them

The assessment process also offers a valu-•	

able opportunity to present the client with a 

taste of psychodrama which can be experi-

enced directly in the relative safety of the as-

sessment session. Sometimes it is necessary 

for the co-therapists to take a break in the 

session to consider the ‘fit’between the client 

and the group. Thoughts and impressions are 

then shared with the client and an agree-

ment is reached on the most appropriate way 

forward to best meet the client’s needs. 

In terms of assessing a good ‘fit’between •	

client and group the following elements as 

identified in Rutan & Stone (2001) are helpful 

to consider: 

Acknowledging need for others —

Self-reflective capacity —

Role flexibility —

Ability to give and receive feedback —

Empathic capacity —

Frustration tolerance —

Pre-existing relationships —

Intake of new members is limited to once  —

a year.

Group safety guidelines: These have evolved •	

with each new member joining the group. 

With each change in membership the safety 

guidelines are reviewed and amended as 

necessary so the new group feels it owns 

the current guidelines as mutually agreed 

between all current members.

A dedicated supervisionspace with a mutu-•	

ally agreed supervisor who can embrace 

and work with a range of orientations is 

essential. The space is open to accommodate 

psychoanalytical, philosophical and artistic 

(literature, poetry) influences. Supervision 

is integrative in the sense that it is multimo-

dal and multidimensional, encompassing a 

psychodynamic orientation both in action 

methodologies as well as in a reflective and 

analytic way. In this all-encompassing space 

there is a sense that all manner of things can 

be held, rather than filtered There is a space 

where disparate and often disconnected 

elements are allowed to be and to be toler-

ated and held in a trust that a synthesis will 

emerge, as chaos gives way to meaning. The 

quality of this “holding space” is often expe-

rienced as being so subtle – almost like the 

oxygen in the air that we breathe, at times 

barely felt yet so essentially life-giving. 

Co-therapists working together with an •	

awareness of and openness to exploring 
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process together and in supervision. Aspects 

of this experience that have emerged over 

the years and been incorporated into routine 

practice include:

Willingness by both to be creative and to  —

experiment. 

Sharing the “housekeeping” tasks such as  —

preparing the group room and kitchen.

Spending the session breaks of the group  —

together to explore emerging themes, 

needs and interventions, as indicated.

Setting aside a dedicated de-briefing time  —

after each group session for recording/

note-takingand discussion. The format of 

the recording process has been varied 

and it has been found that this works 

better when written up as a group session 

rather than for individual members sepa-

rately. Elements of the group process can 

be lost with the latter format. It is as if the 

group is the ninth member 

Evaluation:This has come to include both  —

a measure of clinical outcome, CORE 

(Clinical Outcome in Routine Evaluation), 

which has been used since the beginning 

in the group2 and regular, ongoing client 

feedback through specifically designed 

questionnaires.

Conclusions

The NCS has always promoted choice as an 

important element in its model of service. The 

provision of a long-term psychotherapy group 

in Harbour Counselling Service has proved to be 

an effective, creative and dynamic therapeutic 

option for clients. It has provided a therapeutic 

space over a period of almost nine years where 

clients can join and share together in mutually 

supportive and healing ways to counter the 

secrecy and isolation of their abusive childhood 

experiences.

`Attending the group means finding a way 

out of darkness and despair to a life that 

is liveable… and beyond that to a life that 

shines.” (Current group member).

2 A detailed 
presentation 

of the outcome 
data is beyond 

the scope of the 
present paper. 
Nevertheless it 
is worth noting 

that clinical and 
reliable changes 
(improvements) 

have been found 
for many group 

members.
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Abstract

This paper describes the experience of 

group work at Ré Nua, the National Counsel-

ling Service in the Mid West region. The litera-

ture in relation to group work is reviewed and 

the range of groups offered by the service over 

the last ten years described. Lessons learnt 

from are delineated. Finally, future challenges 

for the service in relation to further developing 

group work are discussed.

Introduction

There is significant empirical support for 

group psychotherapy being as effective as in-

dividual psychotherapy (Burlingame & Krogel, 

2005; Burlingame, Fuhriman & Mosier, 2003; 

McRoberts, Burlingame & Hoag, 1998). A num-

ber of distinct benefits are associated with 

group work. Firstly, groups provide a context 

for interpersonal learning where the group 

acts as a social microcosm which is capable 

of eliciting maladaptive relational patterns 

among participants (Fuhriman & Burlingame, 

2001). In addition groups are capable of mo-

Reflections on ten years of group work with 

adult survivors of childhood abuse.

Dr. Eimear Farrell 

Counsellor/Therapist

Ré Nua, Adult Counselling Service

HSE West

a safe haven
 

“Traumatic events destroy the

sustaining bonds between individual 

and community. Those who have survived 

learn that their sense of self, of worth, 

of humanity, depends upon a feeling of 

connection to others. The solidarity of a 

group provides the strongest protection 

against terror and despair, and the stron-

gest antidote to traumatic experience. 

Trauma isolates; the group recreates a 

sense of belonging. Trauma shames and 

stigmatizes; the group bears witness and 

affirms. Trauma degrades the victim; the 

group exalts her. Trauma dehumanizes the 

victim; the group restores her humanity.”

(Herman, 1992, p.214)
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bilising strong forces for change where other 

clients can observe, provide feedback and offer 

support to others (Piper, 2008). Groups also pro-

vide opportunities for evaluating more adaptive 

behaviour (Piper, 2008). Finally, group cohesive-

ness and the forging of affective bonds within 

the group is inherently therapeutic (Yalom, 

1995;Piper, 2008). The use of group therapy 

in working with adult survivors of abuse has 

long been recognised as beneficial (Herman & 

Schatzow, 1984; Sgroi & Bunk, 1988; Stalker & 

Fry, 1999; Westbury & Tutty, 1999; Gorey, Richter 

& Snider 2001). Group therapy is seen to offer 

a unique opportunity for adult survivors to ex-

plore interpersonal issues (Sgroi & Bunk 1988; 

Herman, 1992). It can empower and instil hope 

(Gorey, Richter & Snider 2001) and allow issues 

such as shame, secrecy and stigmatisation to be 

addressed (Herman & Schatzow, 1984).

Group Work at Ré Nua

Group work has been an integral part of the 

service offered by Ré Nua since the ser vice was 

established ten years ago. The range of groups 

offered has evolved over time in response to 

client needs. Groups have been developed to 

meet the needs of particular clients (such as 

survivors of institutional abuse) and to address 

specific problems commonly experienced by 

clients who have experienced childhood abuse 

(e.g. anger, emotional instability, low self-es-

teem and issues relating to sexual intimacy and 

communication difficulties). The various groups 

offered by Ré Nua are outlined below.

Therapeutic Women’s Group

This programme was specifically designed 

to meet the needs of women who had been in 

residential care in industrial schools and were 

experiencing similar patterns of traumatisation, 

shame and isolation. The group was established 

in 2004 and still continues as an ongoing closed 

therapeutic group. There are five participants in 

the group, all women who had been in indus-

trial schools. The group is designed to reduce 

stigmatisation and allow members to develop 

interpersonal skills in order to allow them to 

participate more fully in their own lives and in 

their communities.

New beginnings: Finding new ways to enhance 

self-esteem and self-confidence

This eight-week psycho-educational pro-

gramme is designed to help participants in-

crease their sense of self-worth and confidence. 

The two-hour sessions cover a range of issues 

including: factors contributing to low self-

esteem, assertiveness, combating selfcriticism 

and developing a more positive and balanced 

self-image.

Anger Management Training

This 12-week programme is based on a train-

ing manual developed by Williams & Barlow 

(1998) and is aimed at clients who experience 

difficulties with anger and aggression. The 

two-hour sessions focus on a range of issues 

including identifying feelings, thoughts and be-

haviours that lead to aggression and developing 

“Its hard to put into 
words how this group 

has helped me”
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coping skills to prevent and reduce aggressive 

behaviour.

Skills training group 

This programme consists of 32 two-hour ses-

sions and is based on Marsha Linehan’s dialecti-

cal behavioural therapy (DBT) model (Linehan, 

1993). It is aimed at clients who present with is-

sues in relation to affect regulation, relationship 

instability and lack of appropriate self-soothing. 

The programme aims to teach clients skills for 

managing difficult emotions and handling crises. 

It consists of four core modules: mindfulness, 

distress tolerance, emotional regulation and 

interpersonal effectiveness.

Personal Development Programme

This programme consists of 21 sessions of 

1.5 hours duration. The group is designed to 

help women to explore unhealthy dependencies 

and relationships. The group aims to help raise 

awareness about healthy sexual relations and 

offers an opportunity to explore the physical, so-

cial and emotional changes that happen through 

adolescence and into adulthood. 

Pathways to confident communication 

This eight-week programme consists of 1.5-

hour sessions designed to improve the com-

munication skills of participants. Topics covered 

over the duration of the programme include: 

assertiveness, using non-verbal communication 

more effectively and enhancing self respect in 

personal relationships.

Lessons Learnt

The experience of running groups at Ré Nua 

over the last ten years has resulted in a number 

of valuable lessons being learnt.

Information Dissemination

Information dissemination in the form of the 

provision of information leaflets to potential 

group participants has proven invaluable in al-

lowing individuals to make an informed decision 

about whether the particular group on offer is 

appropriate for them. The provision of clear and 

detailed information about the group on offer 

also helps to allay any fears clients may have 

about engaging in group work (See Appendix 1 

for a sample information leaflet developed for 

one of our recent groups).

Pre-Group Interviews

As part of the group work protocol in Ré Nua, 

potential group participants meet with one of 

the group facilitators before commencing the 

group. This meeting fulfils a number of func-

tions. Firstly, it helps to reduce any anxiety a cli-

ent may have about participating in a group and 

acts as a forum where issues such as confiden-

tiality and risk of exposure in the group can be 

addressed. Secondly, it works to build a client’s 

motivation to attend and clarifies expectations in 

relation to participation (e.g. the need for regular 

attendance, the importance of completing group 

assignments etc). Engaging in this process 

also reflects best practice in the field of group 

psychotherapy where the need for detailed 

discussions with potential participants about 

possible barriers to attending prior to the group 

commencing have been emphasised (Carter et 

al, 2001;Marmarosh et al, 2009).

“the group is designed 
to help women 

explore unhealthy 
dependencies and 

relationships”
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Creating an environment Conductive to group 

work

In the experience of Ré Nua, creating a 

climate of safety and trust has been critical to 

the success of group work. To this end, careful 

attention has been paid by group facilitators to 

aspects of the physical environment in which a 

group takes place. For example, in addition to 

providing tea/coffee and biscuits, fruit is also 

provided as an alternative for clients who may 

have issues in relation to eating. Similarly, for 

the Personal Development group in order to cre-

ate a conducive atmosphere for appropriate self 

disclosure and discussion of intimacy issues, 

candles and soft chairs were used to create a 

warm and comforting environment. Where it is 

deemed necessary, group facilitators have also 

been available for a prescribed time period fol-

lowing a group so that clients can make contact 

if they are experiencing distress and need addi-

tional support. In order to maximise attendance, 

careful attention has also been paid to when a 

group occurs. Depending on client need and 

preferences, groups have been run both during 

the day and in the evening, taking into consid-

eration issues such as childcare and client work 

commitments.

Careful Attention to Group Dynamics

Group work at Ré Nua has also highlighted 

the need to ensure sufficient time is taken after 

each group session to reflect on the group. This 

allows individual needs within the group to be 

identified and ensures that any emerging group 

dynamics and transference and counter-transfer-

ence issues are addressed in a timely and appro-

priate manner. Where possible, groups are co-

facilitated by two therapists which allows group 

processes and group dynamics to be carefully 

monitored for the duration of the group.

Gender composition of groups

The majority of groups in the service include 

both male and female participants. Some female 

clients in particular had reservations initially 

about being in a mixed gender group. However, 

both male and females consistently report that 

they have learnt a lot from having both genders 

represented in the group.

Evaluation of group work

Both quantitative and qualitative evaluation 

of the groups has shown that clients value the 

experience and benefit from attending. In terms 

of quantitative evaluation, clients’ preand post-

group scores on standardised instruments such 

as the Clinical Outcomes in Routine Evaluation 

(CORE) have indicated reduced symptomatol-

ogy. While qualitative feedback from participants 

has shown that clients find group work useful 

and beneficial: 

“I found the course a safe haven for me. 

It was a space for me to look inside and 

make sense of what was going on and 

make room for healing” 

“There was a real sense of togetherness 

and safety in the group” 

“It’s hard to put into words how this 

group has helped me – It’s given me 

strength and belief in me”

Future Challenges

A number of challenges to the optimum 

provision of group work within the Ré Nua 

service have been identified. There is a need to 

consider offering a group to waitlisted clients 

(particularly giventhe increase in waiting time 

due to recent Ryan and Murphy reports). Such 

a group could focus on preparing clients for 

engaging in therapy and provide them skills to 

deal with distressing trauma-related symptoms 

such as flashbacks and hyper-vigilance. It would 

also increase the likelihood that clients would be 
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more positively disposed to further group work 

(Piper, 2008;Marmarosh et al, 2009). 

There are a number of limitations associated 

with the types of group work offered to date by 

Ré Nua. Firstly, the majority of clients who en-

gage in group work do so as an adjunct to ongo-

ing individual therapy. This has obvious implica-

tions in terms of efficiency and use of resources 

within the service. Secondly, while quantitative 

and qualitative data from clients has been used 

to evaluate groups, no systematic evaluation of 

group work involving the use of a control group 

or comparing different modes of group therapy 

has been completed. 

The need to offer groups which reflect cur-

rent developments in the field of psychotherapy 

also needs to be considered. To this end, a 

mindfulness-based cognitive therapy group 

has been planned for autumn 2010. Mindful-

ness has been shown to be an effective interven 

tion with a range of psychological difficulties 

(Germer,Segal, & Fulton, 2005; Segal, Williams & 

Teasdale 2002;Brown & Ryan, 2003). 

Finally the majority of groups conducted 

to date have been short-term and psycho-

educational in nature. The possibility of offering 

more long term therapeutic groups which would 

provide greater opportunities for interpersonal 

learning needs to be considered. The need for 

longer and more intensive group work for some 

clients has also been highlighted in the literature 

(Piper, 2008). This would also have resource 

implications for the service as therapists within 

the service would require further training and 

supervision in order to provide more intensive 

and therapeutic groups.

Summary & Conclusion 

In this paper the benefits associated with 

group work, particularly with adult survivors 

of childhood abuse have been outlined. The 

types of group work offered by Ré Nua over 

the last ten years have been described. Key 

lessons learnt from this experience and future 

challenges to group work have been discussed. 

In conclusion, it is hoped that group work will 

remain a core component of the service over the 

next ten years and that this work will continue to 

evolve in response to both client need and de-

velopments in relation to best practice in group 

psychotherapy.. 
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New beginnings: Finding new ways to 

enhance self-esteem and self-confidence 

Who is the course for? This is a group for 

both men and women who find it hard to see 

themselves in a positive light and who are 

very critical of themselves.

What will I gain from this group?

The content of this course is designed to 

teach you skills that help you to feel better 

about yourself. It will focus on helping 

you increase your self-confidence and on 

learning to be more assertive.

What happens in the group?

We will help you to learn skills through a 

number of different ways. These include: 

•	Information	and	handouts	•	Group	

discussion of what helps and hinders self-

confidence	•	Activities	to	identify	personal	

blocks to confidence and how to deal with 

these	Introdu•	cing	and	practicing	skills	that	

will help promote assertiveness

Do I have to speak?

You do not have to speak unless you feel 

comfortable doing so. No-one will force you 

to speak if you don’t want to.

Where and when is the group happening?

The course will run for eight weeks on 

Thursday mornings for two hours (11am-

1pm) starting on the 17th of June and 

finishing on the 5th of August. It will take 

place at Ré Nua.

Who will be running the group?

The group will be jointly facilitated by Eimear 

Farrell (Clinical Psychologist/Psychotherapist) 

and Lucy Smith (Psychologist in Clinical 

Training). 

What if I can’t make one or more of 

the sessions? 

In order to benefit from the group it is 

important to attend as many of the sessions 

as possible. As it is summer time we 

understand that you may have holidays 

planned and might miss one or two sessions 

as a result. This is fine and we will help you 

catch up on the missed sessions. However, 

if you know that you won’t be able to make 

more than two of the sessions, this is 

probably not the right time for you to get 

involved in such a group.

We look forward to meeting you,

Lucy Smith and Eimear Farrell.

Appendix 1: Sample Information leaflet 
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Appendix 2: What does the group cover?

Week Date Content

1 17th June Introduction to group

Group decides rules

What is self-esteem?

2 24th June Development of low self-esteem

Maintenance of low self-esteem

Linking thoughts, emotions, physical sensations, and behaviour

3 1st July Negative automatic thinking

Identifying our negative thoughts

4 8th July Challenging negative automatic thinking

Developing evidence, alternatives and action

5 15th July Assertiveness and saying ‘no’

Fears of saying no

Practicing saying no and assertive skills 

6 22 July Self-protection

Dealing with put-downs

Dealing with criticism

7 29th July Communicating

Non-verbal

Verbal

Expressing feelings

8 5th August Review of learning and skills

Plan for the future
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Abstract

Between 2009 and 2010 Rian Counselling 

Service HSE Dublin North East, ran a Trauma 

and Empowerment group for female clients. 

As part of the evaluation of the group experi-

ence a method known as ‘outsider witnessing’, 

a narrative therapy practice (White 1997) was 

utilised. This method aims to develop collabora-

tive working with the client and to increase a 

sense of transparency in the therapeutic work. 

It encourages group members to reflect on 

their experiences in a different way by hearing 

what their group facilitators had to say about 

their experience of the group. The aim is to help 

increase a client’s sense of empowerment and 

involvement in the therapeutic process. From 

group members’ reflections it seems that they 

were most drawn to consider how the experi-

ence of running influenced the facilitators. This 

article is based on transcripts from interviews 

with group members and the group facilitators. 

Introduction

Between 2009 and 2010 Rian Counselling 

Service, HSE Dublin North East offered a Trauma 

and Empowerment group to female clients. Hav-

ing heard regular feedback at team meetings on 

the progress of the group I became interested 

in how group work in the context of a service 

such as the National Counselling Service which 

addresses issues of child abuse and trauma, 

might be experienced by those attending. Many 

of the individual clients I meet, talk about how 

they feel they are the “only one(s)” who have ex-

perienced abuse. For many clients their therapist 

may be the only person who is aware of the 

abuse they have experienced. The very idea of 

participating in a group is for many such clients 

inconceivable. 

In contrast, I have witnessed clients in other 

contexts who have engaged in Narrative Therapy 

and had their experiences “witnessed.” These 

clients have become aware of their own skills 

and are able to notice how their experiences and 

voices are valuable and can make a contribu-
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“Clients have become aware 
of their own skills and are able to 
notice how their experiences and 

voices are valuable”

tion. I wondered if a narrative therapy type of 

witnessing could create a different experience 

for NCS clients. 

Narrative therapy1 developed in the 1980s. 

Narrative therapy approaches view identity as a 

social construction. It takes into account many 

things, including context and power. There is a 

strong social justice orientation, with the ideas 

of the philosopher Michel Foucault providing a 

theoretical underpinning for looking at resis-

tance to dominant structures of power. 

 

Key elements of narrative therapy practice 

include: 

Seeing a person as separate to the problem •	

Use of externalising language.•	

The use of the story metaphor: to explore •	

with clients the stories they have developed 

about their lives, stories they tell about 

themselves and the stories that are told 

about them.

A focus on exploring with the person both •	

the “problem story” in their life and the 

“preferred story”. A preferred story is the 

story they wish for. For example in the case 

of people who have experienced childhood 

abuse a problem story might be “it was my 

fault” whilst the preferred story could be 

‘being free from blame’.

Re-authoring conversations  involves discus-•	

sions in which the therapist and client track 

actions that move the person away from the 

problem and towards their preferred story 

of self.

I am specifically interested in the politics 

of power and the politics of therapy. Are there 

ways in which we can reduce the presence of 

power imbalance in the therapy room?  Ac-

cording to Michael white (2007) the practices of 

power can be made visible and reduced if we 

engage in ways of work that make what we do 

transparent and by working in a collaborative 

way with clients. One collaborative way of work-

ing is in sharing reflections on the work with 

clients. 

Outsider witnessing is a narrative practice 

developed by Michael White as a means for al-

lowing people to have an audience to particular 

stories of their lives:

People’s lives are shaped by their personal 

narratives and these narratives are co-

authored in the context of personal relation-

ships. (White 1997). 

White developed outsider witnessing ideas 

from the work of anthropologist Barbara 

Myheroff (1986) who referred to “definitional 

ceremonies”. Though definitional ceremonies 

and outsider witnessing both differ from the re-

flecting teams of Tom Anderson (1987) I believe 

the therapeutic use of witnesses has its origins 

in family therapy and the work of Tom Anderson 

(1987).

White (2007 ) summarised the witnessing 

process as:

The telling of the significant life story by the 1. 

person for whom the definitional story is for

1 For a more 
detailed 
explanation 
of Narrative 
therapy practices 
as developed 
by White and 
Epston visit the 
Dulwich centre 
website. www.
dulwichcentre.
com.au. 
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 The retelling of the story by the person or 2. 

people invited to be the outsider witnesses. 

The retelling of the outsider witnesses retell-3. 

ing which is done by the person for whom 

the definitional ceremony is for” 

 (White 2007 p185)

The witnessing method is a very structured 

process in which witnesses are asked to respond 

to specific questions, questions that situate 

them in the process rather than as observers 

to what is occurring. The role of the outsider 

witness is to be present to what is being told in 

the therapy room. They are given the task of wit-

nessing what the client is saying and responding 

under four categories of enquiry to what they 

have heard. Their responses focus on the client 

but also situate their experience within what 

they heard. Witnesses are asked the following 

questions:

What stood out for you in what you heard?•	

Was there a word or image that came to your •	

mind? 

Why did that particular thing/word/ image •	

stand out for you/ catch your attention?

Having heard what you have heard could •	

that make any difference to you in the future 

(maybe in your work or your thinking)?  

These are the questions that were used in 

the interviews conducted with the group facili-

ators and group at Rian and which form the 

basis for this paper. It is important to note that 

there were some key differences in the method 

applied at Rian and the traditional outsider 

witnessing process. Specifically: because of time 

constraints related to the fact that the group was 

due to conclude, the interview with the facilita-

tors (which used the questions listed above) was 

not conducted in front of the group members as 

would be the norm in outsider witnessing, but 

was instead recorded. The group were played a 

recording of the interview with the facilitators 

and asked to respond. Their responses, which 

were also structured around the four  questions 

outlined above, were also recorded. I believe us-

ing this method gave the facilitators and group 

members a method for bypassing some of the 

normal practices of power. It gave the group 

members an opportunity to notice the facilita-

tors in a different way. It also allowed the group 

members to notice their own agency -  that is, 

their ability to influence the world. For some it 

may have been the first time they realised that 

their words can have a positive influence on 

others.

This document contains the responses of 

group participants to the facilitator’s reflections 

about the experience of running the group. In 

both the interview with the facilitators and the 

group, the questions asked were the outsider 

witness questions that invited them to situate 

their responses in their own experiences. This 

I believe turned the in-built power dynamics 

upside down and provided an opportunity for 

group members to respond in a different way. 

When group members responded to the 

recording of the interview with the group facili-

tators, what was apparent from their responses 

was the impact of knowing how involved the 

facilitators were in terms of experiencing and 

being a part of the group. Noticing this involve-

ment of the facilitators encouraged group mem-

bers to reflect on their experience in the group 

and to speak about what stood out for them. The 

questions I asked focused on what stood out for 

people and, as evident in the transcripts below, 

being curious about people’s answers allowed 

them to become clearer about what they were 

saying. This in turn helps the development of a 

collaborative process in which the knowledge 

of the client is equally important to that of the 

therapist. 

The intention was to create opportunities 

for the group members to witness their own 

stories from a different position and to promote 

increased levels of transparency in the work by 
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creating a space for group members to hear 

personal reflections of the group facilitators. 

The intention was also to provide a structure 

for participants whereby they would have their 

knowledge witnessed by others. 

Methodology

Both group facilitators were interviewed 

about their experience of running the group 

by the author. The facilitators then invited the 

group members to participate in the process by 

listening to the interview and in turn respond 

to it. The interview with the group, whom I had 

not met up to this point, was also conducted 

by the author. Audio recordings were made of 

both interviews. All group members gave their 

consent to take part in the interviews and to 

have the interviews recorded. Both interviews 

were transcribed and the final document given 

to all participants. Both transcripts were edited 

to remove pauses etc that might reduce the flow 

of speech. The purpose of the transcript is not to 

analyse the speech patterns or make interpreta-

tions based on them but to capture the actual 

words, stated meanings and knowledge that 

originated in the group. The transcript of the sec-

ond interview forms the content of this paper. 

The Trauma Recovery and Empowerment 

Group run at Rian is based on a group pro-

gramme outlined in the book ‘Trauma Recovery 

and Empowerment’ (Harris 1998). The group 

programme was adapted by the facilitators to 

meet the needs of the group. The group, an all-

female group started with eight participants and 

finished with six participants. The group ran for 

16 months. Participants’ ages ranged between 

late twenties to early sixties. A separate evalu-

ation of the group was also carried out by the 

facilitators. 

The transcript

What follows are excerpts of the transcript 

from the interview with the group after they 

had listened to the recorded interview with the 

facilitators. At certain points I have inserted in 

bold my comments on the transcript. This is not 

an analysis of the transcript but is intended to 

link the practice to theory and to assist readers 

in making those connections.

Keith: Were there any bits that held people’s 

attention, even just a moment?

Group member 3: Yeah, there was one thing 

that stuck out for me is that we are not very 

good at taking care of our own needs, you know 

that came up a few times on it.

Keith: So that’s a bit that grabbed your atten-

tion?

Group member 3: Yeah

Keith: Why did that particular piece grab your 

attention, does it feel like it was something that 

resonated with you, or did it feel like a criticism 

or did it feel like, how dare you say that? 

Group member 3: No I think it’s kinda like I 

would think of other people’s needs before my 

own all the time, so..

Keith: So this wasn’t news to you?

Group member 3: No, it was just to hear it, 

like, well, it’s quite common, if they are saying it, 

it’s not just me.

Keith: Alright yeah, so that’s how you linked 

it to your own life, when you sort of heard them 

saying it, I can relate to that cos I did that, I’m 

great for caring for other people, but not so 

much for myself.

Group member 3: Yeah

Keith: But then having heard it being dis-

cussed has that made any difference here for 

you to hear that out, will that influence you in 

any way or not?

Group member 3: Not really, I suppose I just 

need to start to pay more attention to my own 

needs, that’s what I know I have to do

Keith: Ok, so hearing it on the tape is like a 

restating, a reminder, that maybe you need to 

start caring of your own needs

Group member 3: yeah, and that kind of went 

along with the tape.
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This group member was responding to a piece 

in the interview with the facilitators in which 

they said that people who had experienced 

abuse were often not very good at taking care 

of themselves. They had also said that over the 

course of the group they had noticed group 

members starting to take better care of them-

selves. My questions were about encouraging 

the person to put a voice to their experience. 

Keith: Anybody else?

Group member 4: Can I just say a couple of 

points that were made about the isolation,  that 

you feel and with the group that, the words I 

would use- the community of the group,  that 

was great, I found the one-to-one counselling 

was very useful, but was also a little bit over 

powering at times, whereas with the group, 

you’re one of a number, and  somebody can say 

something that really resonates with you, but 

you don’t actually have to express it, because 

somebody else has already expressed it, if you 

don’t feel like expressing it, you know.

Group member 4: I found the group very 

good because it didn’t focus in on you all the 

time, it allowed you to sit back and listen.

Keith: And so that particular bit where they 

said that “difference between group and individ-

ual”, was that the bit that caught your attention?

Group member 4: Well, it was something 

that I could identify with, being part of a group, I 

found very good, yeah, not as overpowering as 

being counselled on a one to one basis. It could 

sometimes be very difficult.

Keith: the difference between the individual 

and the group, that’s the bit that stood out for 

you when they were talking about that on the 

tape 

Group member 4: Yes, I suppose so, yeah

Keith: Or have I got it wrong?

Group member 4: The community of the 

group, the safe environment of the group

Keith: The community of the group, sorry

Group member 4: Yeah, and the support of 

the group...and to get rid of secrets, eh, and find 

that they are accepted and understood, secrets 

that you probably haven’t divulged to anybody 

else.

Group member 4: Not even to, you know, 

your closest.... Get rid of is probably not as 

important, to open up, you know to talk about 

secrets.

Keith: So is that sense of community is what 

really grabbed you?

Group member 4: Yeah.

Keith: In that the community is the place 

where secrecy can be left at the door.

Group member 4: Yes.

Keith: and the safety in the community, you 

don’t always have to be at the front, you can 

sometimes be just sitting at the back.

Group member 4: You can sit in the back-

ground and you can identify with somebody, 

what somebody else is saying, maybe perhaps 

their secret, and you find you can identify very 

much with it, and also when you divulge your 

own secret, you find that other people can iden-

tify with that and can understand it and actually 

can understand it exactly. 

Keith: and what difference does that make?

Group member 4: It just means you’re not 

isolated, you know, you’re not on your own, 

you’re not an oddball.

Keith: Having that sense of community like, 

I’m thinking, is it just something that happens 

when the meetings are here, or is it something 

you bring with you?

Group member 4: I think I’ve taken it with me, 

I’ve taken it with me, yeah....because some of 

the group are very good at communicating with 

each other. We get texts messages and things 

like that.

Keith: When you’re saying that, what I’m 

thinking then is, when Ger talked on the tape 

about starting a fire in the group and sort of, fan-

ning the flames and supporting the flame taking 
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hold, and you were saying the community isn’t 

just existing in the room, its wider than that, you 

take it with you, because the group exists and 

the sense of community that exists within that , 

that you guys, or you anyway, are able to take it 

with you out of here. So the flames have caught 

in some way?

Group member 5: There is a very good exam-

ple of that. I’m just thinking of something as you 

are talking,  there is different things that come 

up in the media, you know they way there’d be 

news reports and all that sort of thing and some 

days it doesn’t bother  you and other days and I 

remember with the texts and that and the funny 

thing is that a group member sent me a text one 

day and it hadn’t even dawned on me what I 

heard,  not this again, sort of thing, it did bother 

me, but it was, sometimes, I know it’s a contra-

diction, but it’s nice to know that somebody feels 

the same way, does that make sense, you know?  

Or sometimes you’re just having a bad day, just 

contact each other, I think you feel that someone 

in the group understands it better  cos they are 

on the same level, they are all sharing the same 

experience, singing from the same hymn sheet, 

you know. Something where Ger said, I love this 

expression...... “we’re not off our heads”.

Group member 5: And that something is ter-

ribly wrong with me, I think that everybody that 

comes through that door, you come in feeling 

kinda, I suppose, being abused or that, you feel 

put down, for want of a better way of putting 

it, and it’s reclaiming your confidence and it’s a 

safe place to do it, cos everyone is in the same 

boat. You are kinda reclaiming. Does that make 

sense?

Everyone: yeah

Group member 5: It’s a safe place to say

In this section the group member appears to be 

struck by the community of the group. I, as the 

interviewer was  very conscious  that my job 

was to help people articulate their reflections.

This involved  saying back what she was saying 

and checking out with her that I had got it right. 

At one stage, I got it wrong when I suggested it 

was the difference between the individual and 

the group. However, I was not corrected by the 

person and it was only when I asked did I get 

it wrong that the person said I did. I think this 

was a really important point in the interview as 

it demonstrated how clients can feel powerless 

in the therapy room and sometimes just agree 

with the therapist. When I noticed that I seemed 

to be getting ahead of her reflections, I checked 

it out with her. This allowed her to say more. The 

transcript from this point on showed the group 

member having more and more to say and this 

allowed me to say less. 

Keith: Anybody else have anything that sort 

of struck them from what was on the tape? 

Group member 6: Something that Finola 

had said,  I can’t remember the exact quote, 

but it was like, you’re not just being told that 

you’re normal, you’re actually experiencing it 

as well, so that feeling, that you know you can 

be told so many times that everything you’re 

experiencing is normal and eh, you know that 

there’s other people in the world experiencing it 

too, but until you’re actually in a group and you 

meet people who experience that, it does bring 

that kinda community and also that sort of, less 

isolation and to actually meet people who have 

been through that experience, even though you 

know they are out there, but to meet them and 

to get to know them and to share with them, it’s 

a sense of community, really strengthens that 

feeling that you are not alone, that you have 

met people who have experienced that. 

Keith: So is it a particular word sentence or  

was it just that theme that was really strong for 

you in that sense of.....I suppose we’re talking 

about community again, you know, and that’s 

the whole thing that grabbed your attention

Group member 6: I think it’s that you’re not 
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being told something, you’re actually feeling it. 

You’re feeling like you’re part of something. You 

can read about things, you can be told it, but 

it’s different to experience it for yourself and 

feel that. 

Keith: What’s the “that”?

Group member 6:  Feel that other people 

have shared your experiences, and feel the 

same way that you do about things, but again, 

that sort of, you’re not alone, that you’re not 

isolated or you’re not the odd one out as such.

Keith: So being part of something and that 

others shared your experiences, that’s really 

important, knowing that. 

Group member 6: Feeling it, knowing it, yeah, 

I mean, you can know it, but to actually feel it.

Keith: And is that what you have heard on 

the tape in a way, a feeling, yeah, there is a 

sense of being part of something.

Group member 6: Yeah I think so, I think from 

listening to Finola and Ger’s experience that they 

can view it but they can also feel part of it, so it’s 

not just them watching it as such, they actually 

feel part of the group, and just words that they 

have said, that they are comfortable around us, 

and they are happy enough, and everybody is 

comfortable with each other and you know you 

are free to change things, or you don’t have to 

stick to a programme, and you can  read when 

energy is high or low or whatever, and because 

you are part of that group,  you know when to 

go with the flow or to change something, so 

you’re not just viewing us,  you’re in the group 

with us.

Keith: So what does it mean to know that 

they were in the group with you, rather than just 

viewing you?

Group member 6: I think it makes it a safer 

environment to work, you feel more of an equal, 

maybe, that you’re not in a classroom or there is 

no teacher/student, you’re with people who treat 

you equally and who are just out there to share 

knowledge with you and help you, but they are 

still part of a group, there is no inequality.

Keith: So in some way hearing all of that al-

lowed you to sort of, see the equality in it?

Group member 6: Yeah, and feel the equality 

as well, yeah, you know it’s not just seeing it, it’s 

experiencing it.

Each time a theme is developed and discussed 

I bring the conversation back, asking group 

members to reflect on what they have heard 

on the tape. This allows for several rich themes 

to be developed by the group. The structure of 

the questioning means that it is the group that 

is developing the theme, therefore encouraging 

them to take power in the room and allowing 

the group to direct the conversation. I frequently 

support this development by asking more ques-

tions but when doing this, I am  careful to use 

the person’s own words. This group member’s 

reflections started out about feeling “normal”, 

participating in the group and she then included 

ideas such as equality and safety. It was hearing 

the facilitators’ reflections on being part of the 

group that helped this to be noticed. Narra-

tive Therapy aims to create a space where the 

client can become aware of their own knowing 

about things. In this section of the transcript this 

woman is speaking about her knowledge in rela-

tion to what equality and safety is. The group are 

also witnessing her sense of knowing and this 

further supports her in the recognition of her 

own knowledge. 

Facilitators’ responses to the group’s reflections

In the transcript that follows I try and cre-

ate a reflection on a reflection by asking the 

facilitators about their response to hearing 

the group’s response to their interview. Once 

again I am interested in creating a space for 

the group members to occupy where they can 

witness their life from a slightly different angle 

or position - a space where they can feel equal. 

My intention in asking the facilitators was also 

to further reinforce the facilitators being part 

of the group. The group members offered their 
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own reflections and moved into the space being 

offered. The reflections that followed reflected 

that group member’s knowledge about their life 

and they started making connections between 

trust, rights and empowerment. I develop these 

connections by asking the person about how 

they “use” empowerment on a day to day basis. 

Empowerment then becomes something some-

one does rather than just a concept. This in turn 

has an impact on their sense of identity, how 

they see themselves. 

Keith: Can I ask you Ger, what stood out for 

you: hearing the group’s response to hearing 

you being interviewed about working with the 

group?

Ger (facilitator): We are not separate, we are 

part of the group, and the group experience us 

in that way, as part of the group.I suppose, real-

ising, for me, I experience myself in that bit too. 

We are a group.

Finola (facilitator): What has been really 

good for me was listening to the feedback and 

hearing that we’re in tune with what’s been 

happening and that’s been really, really good 

to get this feedback and I know, we only give a 

snapshot of all our experience in the group, and 

I know people are giving of theirs as well, but 

that’s been really good to hear and that we are 

actually reasonably in tune with what’s happen-

ing and people feel very safe and comfortable 

within the group. That’s been lovely to hear that 

expressed, so it is.

Keith: Is there any one particular piece of 

feedback that you were really pleased with, that 

stood out for you, comment, word or sentence?

Finola: All of it actually, you know it’s hard 

to pick out any one thing. It’s been a really good 

experience. 

Ger: something that stood out for me too, 

was when a group member said about maybe 

in individual therapy, you’re being told that 

it’s normal to be feel the way you feel, this is 

normal, but when you actually feel, when you’re 

sharing with other people, or other people are 

sharing their experience, you actually feel, yes, 

it’s normal to feel like this, and that stood out for 

me as something really valuable, important in 

the group.

Finola: It was a felt experience.

Ger:  Yeah, and a sense of community. 

Group member:   A trust was broken as chil-

dren and in the group we could experience trust 

for the first time. That stood out for me.

Group member: Something I didn’t realise, 

just when you’re talking, I never thought of 

a group in terms of rights. I don’t know if it 

was something you said to Ger or what, you 

mentioned talking about empowerment. I was 

just thinking, empowerment is a very strong 

word. It’s actually,  Oh my god, we are all kinda 

reclaiming something, I just listened to the tape 

right through, and it went through my mind that, 

we are reclaiming our rights, we were talking 

about right and different things and we are all 

reclaiming something. It was like, in one way, 

it was stolen from you because of the abuse, 

for what of a better way to put it, but I felt there 

is an empowerment within the group, as an 

individual you just gain that. So empowerment 

would be a word that is in everyday life. For a 

lot of the people, it’s the same thing, experience 

it, someone might mention and you can bring 

it into your everyday life. I find I handle things 

completely differently than I would have before 

I was in group, with different situations, even 

something like… 

Keith: Better or worse?

Group member: I think I handle things better

Keith: So the empowerment grabbed your 

attention, and you’re using empowerment on a 

day-to-day basis?

Group member: Yeah, in different things. Like 

I might have been over the top

Keith:  And so it links your life in that way, so 

you’re feeling that way, and using it?

Group member: There’s different things like, 

I was in a situation, an example of something, 
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is my son. I discovered that he is smoking and 

there’s a time I would have gone completely off 

the wall and shouted and roared and scream-

ing match. I didn’t. I found cigarettes packets in 

the room and I just said, look I found these and 

I said, I’m not going to go bananas or anything, 

I just said, I can’t emphasise how strongly I feel, 

I am completely anti-smoking. I said that it’s 

your life, it’s your choice, but I’m just letting you 

know I don’t agree with it. That was basically the 

end of the conversation, whereas before, there 

would have been a screaming match. But I didn’t 

do that, so I handle different things differently. 

Group member: so it’s quite different, my son 

has even commented that I’ve got much calmer, 

he said Mam, you’ve chilled. I said I’m that 

chilled, I horizontal.

Everyone: laugh

Keith: So even, you’re saying the word grabs 

you and you’re putting it in to use, so even nam-

ing it as empowerment?

Group member: Yeah, if that’s what you call 

it, definitely different

Keith: I think naming something is really, 

really powerful. When you name that, oh that’s 

what I’m doing....so if you continue to name it 

as empowerment, what might that bring in the 

future?

Group member: You know the other thing, 

nothing is impossible, I honestly think if I put 

my mind to it, I can do almost anything. There’s 

a few things I might not do, just take the bull by 

the horns, don’t think about it too much, just go 

for it. 

Group member: Even everyday things, I kind 

of just go with it and I surprised myself, so, that 

just comment, it’s actually self -belief, probably a 

better word, believe in yourself.

Keith: A belief in possibilities?

Group member: Yeah. It’s like something 

someone was saying earlier, you’d be great at 

putting other people’s needs first, putting your 

own to the back burner...You put everybody 

else up on a pedestal, you put yourself down, 

but I would have been very good at doing that, 

whereas I’d say, ‘hang on a minute, I’m as good 

as the rest’. We’re all equal and I believe in it 

now, like we are all, everybody is equal. We 

don’t have to go banging the drum or whatever, 

but it’s nice to acknowledge and believe in it. I’ve 

given myself a break for once, whereas I was 

great at putting myself down. I think that’s quite 

an accurate description. Yeah, I was very good at 

putting myself down for a long time. It’s a hard 

habit to break

Group members make the point about how 

really believing something makes a difference. 

They are voicing this knowledge and they are 

putting words to the difference. 

It was not possible to reproduce the tran-

script in full here. Following the conversation 

at this point the group discussed what should 

be done with the document and how it should 

be used. All group members were keen to have 

their knowledge made available to others, espe-

cially if it would be of help.

Conclusion.

Outsider witnessing was utilised with mem-

bers of a therapeutic group at Rian Counselling 

serive. The process appeared to allow group 

members an opportunity to notice how as partic-

ipants in the group their words could influence 

the facilitators and that appeared to be a power-

ful experience for group members. The struc-

tured questioning of group members as shown 

in this document is vitally important as that 

provided people with the opportunity to notice 

and verbalise what struck a chord with them. 

This paper shows the value of working in 

a collaborative way and the importance of the 

creation of an audience to  individual’s preferred 

identities. It also shows the potential application 

of outsider witnessing ideas. It is hoped that this 

paper will encourage others to look at the use of 

outsider witnessing and other narrative therapy 

ideas to promote collaborative ways of working. 
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Abstract

This study aimed to evaluate pre-therapy 

support groups for clients who had experienced 

childhood abuse. Participants comprised 11 

women aged between 23 and 57 years who, at 

the time of the evaluation, were on the National 

Counselling Service waiting list for ongoing 

counselling and who attended a pre-therapy 

support group. Using a mixed method design, 

differences in quantitative data from 11 partici-

pants’ CORE-OM scores were taken before and 

after attendance for group treatment, together 

with qualitative data from 10 semistructured 

interviews. Interviews were transcribed and 

analysed using Interpretive Phenomenological 

Analysis. Findings from CORE-OM indicated an 

overall trend towards improvement, though only 

two scores demonstrated clinically significant 

and reliable change based on Truax and Jacob-

son’s (1991) measure and one reliable deteriora-

tion. Qualitative data indicated that eight partici-

pants had experienced significant improvements 

in their quality of life, whilst two reported minor 

gains. As the majority of evidence from both 

sets of data pointed to improvement, the study 

concluded that the groups were an effective 

psychological treatment.

Background

 This research was a collaborative study com-

missioned by the Directors of Counselling in two 

National Counselling Service (NCS) sites (Rian 

Counselling and Laragh Counselling Service) 

in the HSE Dublin North East area, to provide 

practice-based evidence on the effectiveness of 

a pre-therapy group treatment programme pro-

vided by the HSE NCS in Dublin and the North 

East. While the findings of the Survivors Evalua-

tion of the National Counselling Service (SENCS) 

report suggests high levels of satisfaction with 

the service in general (Leigh, Rundle, McGee 

& Garavan, 2003), service users expressed dis-

satisfaction with the length of time between the 

initial assessment interview and allocation to 

ongoing counselling, with 48 per cent of clients 

highlighting an interest in group work.

In a later analysis of client evaluations of the 

NCS, Conlon and Murphy (2006) also found that 

waiting times were one of the reasons clients 

opted out of counselling and they recommended 
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“I’m saying things in the group 
session, things I wouldn’t even have said 

to friends or anything. I felt understood”

additional supports for clients on the waiting list, 

such as group work.

As a result pre-therapy groups were estab-

lished at both Rian and Laragh Counselling 

Service which aimed to help waitlisted clients 

develop coping skills and self-care strategies 

in order to enhance their quality of life (QOL) 

and facilitate enagement in counselling at a 

later stage. It was envisaged that being part of 

a group which shared common experiences 

would provide support and help to reduce feel-

ings of isolation often experienced by people 

who experienced childhood abuse. In times of 

scarce resources, research indicates that sup-

port groups are an efficient and effective way to 

maximise the use of specialist staff time (Arthur 

and Edwards, 2005). The groups were facilitated 

by qualified NCS counsellors with previous 

group work experience and ran for eight weeks 

for two hours each week.

Objectives

The main objective of the study was to 

inform service providers of the effectiveness and 

value of the group treatment and to enhance 

the service through gathering practice-based 

evidence by:

Highlighting areas of the groups which par-•	

ticipants found beneficial;

Showing areas which could be improved; •	

Uncovering possible gaps in the service •	

which would benefit future groups.

Review of Literature

Among the many difficulties experienced by 

survivors are depression, anxiety, anger and 

difficulties in relationships (Choate and Hen-

son, 2003). Other symptoms include feelings 

of isolation, stigmatisation, low self-worth and 

an inability to trust (Morrow and Smith, 1995). 

Adults who experienced childhood abuse often 

experience feelings of powerlessness and self-

blame (Courtois, 1999). Poor emotional, physical 

and sexual boundaries are often a consequence 

of childhood abuse (Rothschild, 2006). 

The contribution of group work in the re-

covery process for adult survivors of childhood 

abuse is that it provides an opportunity to talk 

about experiences, to explore distorted beliefs, 

to regain a sense of control and mastery over 

one’s life, and foster trust in oneself and others. 

(Ferrara, 2002; Harrison, 2001 and Kurtz (1997) 

identify group cohesiveness, the attainment of 

hope and universality as the three most signifi-

cant factors in creating a supportive experience 

within these groups. 

Group cohesiveness involves the develop-

ment of trust and closeness to other group 

members often achieved by highlighting 

similarities between members (Wasserman and 

Danforth, 1988). Studies suggest cohesiveness 

is higher in support groups than psychotherapy 

groups, as support groups by their very nature 

acknowledge a common problem or difficulty 

(Moos, Finney and Maude-Griffin, 1993). Ac-

knowledgement of a common problem creates a 

non-threatening atmosphere and often enables 
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members to reach insights in their own time, 

resulting in identity transformation as positive 

self-concepts replace old negative ones (Kurtz, 

1997). 

Method

Design

A mixed method design was used to collect 

both quantitative and qualitative data. The use of 

both quantitative and qualitative data can enrich 

and augment results, which may be limited if 

only one form of data collection was used (Cre-

swell, 2003). The Clinical Outcomes in Routine 

Evaluation, Outcome Measure (COREOM , Evans 

et al 2000), was utilised to provide a quantitative 

measure of change. The CORE is a standardised 

audit, evaluation and outcome measurement 

tool developed in the UK for psychological 

therapy and counselling services. The CORE 

outcome measure is a self-report measure com-

pleted by the client, it measures global distress 

with subscores for the dimensions of well-being, 

problems/symptoms, life functioning, and risk. 

CORE has been extensively researched and 

demonstrates considerable clinical face value, 

validity and reliability (Evans et al 2002).

Differences in mean scores pre- and post-

groups were compared. Because the function 

of the groups was support, change of the same 

magnitude as group therapy or individual coun-

selling was not expected.

Qualitative data from 10 semi-structured 

interviews was analysed using Smith’s (1995) 

Interpretive Phenomenological Analysis (IPA). 

Participants

Eleven females, aged between 23-57 years 

participated in two separate groups; all attended 

an initial assessment interview and were current-

ly on the waiting list for individual counselling.

Procedure

Participants completed CORE-OM on the first 

day of the group. All participants with elevated 

scores in the domain were interviewed by the 

group facilitators to assess their need for further 

supports (e.g. simultaneous individual counsel-

ling). 

The semi-structured interviews were re-

corded using a dictaphone. Participants received 

a copy of the interview questions in advance 

to familiarise themselves with the topics to be 

discussed. The group facilitators collected the 

completed CORE-OM questionnaires on the final 

day.

Quantitative data analysis

Truax and Jacobson’s (1991) measure was 

used to calculate reliable and clinically signifi-

cant change in pre and post CORE-OM data. A 

difference of 0.5 or more between mean scores 

in “All Items” pre- and post-treatment indicates 

reliable change. A shift from the clinical to the 

non-clinical range (or vice versa) signifies statis-

tically significant clinical change. A reduction in 

scores indicated a trend towards improvement.

Qualitative data analysis

The data collected consisted of more than 

eight hours of audio recordings and it was 

analysed using Smith’s (1995) Interpretive Phe-

nomenological Analysis. Recordings were tran-

scribed and each transcript analysed individu-

ally. The researcher’s biases and preconceptions 

were made explicit in accordance with Willig’s 

(2001) demand. These included a belief that the 

participants would benefit from the pre-therapy 

group. To maintain a balanced perspective, the 

researcher’s interpretations of participants’ 

accounts were discussed with an academic 

research supervisor, a qualified counselling psy-

chologist and a trainee-counselling psychologist.
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Table II Differences in Mean Scores for CORE-

OM in All Items and Individual Domains Pre and 

Post Group (2010) 

Results

Quantitative Results

Using Jacobson and Truax’s (1991) measure 

of effect change, overall CORE-OM results did 

not indicate significant or reliable change for the 

group as only two participants’ scores moved 

from the clinical to the non-clinical range post-

group (see Table I).

Table II, however, indicates that the COREOM 

findings suggest a trend towards improvement 

as group mean scores improved in All Items and 

domains. Wellbeing indicated the most marked 

improvement with a difference pre- and post-

group of 0.52, followed by Problems (0.34) and 

finally 0.26 in Functioning (see Table III).

Within the Wellbeing domain, nine partici-

pants scored above the clinical cut-off of 1.77 pre 

group (Table Ill). Of these, three had scores in 

the non-clinical range post group and three oth-

ers’ scores indicated more minor improvements. 

There was a deterioration with *Eve and Amy’s 

Wellbeing scores (See Table III). Eve omitted two 

of the four statements relating to this domain, 

which may have skewed her results.

In the Problem domain, nine participants had 

mean scores above the clinical cut off of 1.62 pre 
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Table I. Mean Scores Pre and Post Group Treatment
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All Items mean score 

pre-group

1.45 2.59 0.76 1.82 3.20 2.73 0.43 2.17 2.47 2.88 0.97 1.95

All items mean score 

post-group

1.54 2.25 1.26 1.45 2.85 0.91 0.43 2.32 2.88 0.94 0.67 1.59

Differences in All 

items mean scores 

post-group

-0.09 0.34 -0.50** 0.37 0.35 1.82* -0.03 -0.15 -0.41 1.94* 0.30 0.34

*Significant 

clinical and/

or reliable 

improvement  

**Significant 

clinical or 

reliable 

deterioration

Pre Group

Post Group

*All names 

have been 

changed 

to protect 

participants 

confidentiality
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Table IlI - Mean Scores for all Domains Pre and Post Group Treatment

Participants
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W mean score 
pre group

2.25 3.50 2.00 3.00 3.75 3.25 1.00 3.00 2.75 3.25 1.75 2.65

W mean score 
post group

1.75 2.00 2.25 2.00 3.25 1.50 1.25 3.00 3.50 1.75 1.75 2.13

Differences in 
W mean scores 
post group

0.50* 1.50 -0.25 1.00 0.50 1.75* -0.25 0.00 -0.75 1.50* 0.00 0.52*

P mean score 
pre group

2.16 3.09 1.16 2.25 3.50 3.08 0.54 2.66 3.41 3.41 2.37 2.39

P mean score 
post group

1.90 2.72 1.66 1.81 3.41 1.91 0.63 2.75 3.66 1.33 1.33 1.97

Differences in 
P mean scores 
post group

0.26 0.37 0.50º 0.44 0.09 1.17 -0.09 -0.09 -0.25 2.08 2.08* 0.42

F mean score 
pre group

1.18 1.72 0.33 1.41 3.08 2.58 0.36 2.25 2.25 2.91 1.27 1.76

F mean score 
post group

1.90 1.83 1.16 1.25 2.25 1.00 0.27 2.25 3.40 0.66 0.75 1.5

Differences in 
F mean scores 
post group

-0.72º -0.11 0.83 0.16* 0.83 1.58* 0.09 0.00 -1.15 2.25* 0.52 0.26

R mean score 
pre-group

0.00 2.66 0.00 1.00 2.50 2.00 0.00 0.50 0.83 1.50 0.00 0.95

R mean score 
post group

0.00 2.33 0.00 0.83 2.66 0.00 0.00 0.66 1.20 0.16 0.00 0.67

Differences in  
R mean scores 
post group

0.00 0.33 0.00 0.17 -0.16 2.00 0.00 -0.16 -0.37 1.34 0.00 0.28

Key: 
W: wellbeing   
P: problems/

symptoms
F: Functioning   

R: Risk

*Significant 
clinical and/

or reliable 
Improvement  

ºSignificant 
clinical or reliable 

deterioration
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group (Table Ill). Of those nine, only Orla scored 

below the clinical cut-off post group. Yet six other 

participants’ scores improved (Table Ill). Four par-

ticipants’ problem scores deteriorated, with Eve’s 

moving into the clinical range. 

Results of client scores in the Functioning 

domain show that seven of 11 participants’ scores 

were above the clinical cut-off of 1.30 pre group. Of 

these, three moved into the nonclinical range post 

group (Liz, Beth and Orla) whilst Meg indicated a 

more conservative improvement (Table III). One 

participant’s (Jill) score shifted from the non-clinical 

to the clinical range post group (Table Ill). 

Seven of the 11 participants scored above the 

clinical cut off of 0.31 in the Risk domain pre-

attendance at group with risk to self being the most 

prevalent aspect. Two of these seven had scores 

within the non-clinical range post-group, with 

two others’ scores indicating a more conservative 

improvement (Table Ill).

Qualitative analysis

Qualitative analysis of results identified six 

main themes: 

Expectations of group; •	

Creation of a safe group atmosphere; •	

Empowerment; •	

Preparation for ongoing counseling; •	

Satisfaction with group and wishes for future •	

groups. 

Expectations

Participants’ expectations of the group were 

based on their past experiences, written informa-

tion about the group, and phone conversations 

with the facilitators. Some expressed an expecta-

tion that they would get support, feel validated, 

begin the healing process and help others to heal. 

Anxiety was mentioned by six participants and 

included anxiety about their ability to maintain 

personal and emotional boundaries, fear of being 

different and not fitting in. Amy referred to her fear 

that she might “end up in a psychiatric hospital 

again” like she had previously when she realised 

that she had been sexually abused. Others like Liz 

“didn’t really know what to expect *[and] thought 

it would be intrusive.” Beth expected to “learn 

ways to be more compassionate with myself” 

Creation of a safe environment: 

The creation of a safe environment refers to 

participants experiencing containment, in an at-

mosphere of empathic understanding and respect, 

where they could express their feelings, needs, 

and concerns without fear of judgment or ridicule. 

All participants commented on the positive and 

nurturing qualities of the facilitators. Their attitude 

helped Liz to share her experiences: “I’m saying 

things in front…in the group session…, things I 

wouldn’t even have said to friends or anything. [ ] I 

felt understood.” 

The absence of pressure to participate helped 

Tess, as she found it difficult to be in the group ini-

tially. Orla indicated safety when she described the 

group as “kind of a bubble space”. She was able to 

be empathic while listening to another participant’s 

story and yet maintain her own emotional bound-

aries. She attributed this to the ability of the facilita-

tors to contain the intense emotions. Exploration 

of participants’ greatest fears also contributed to 

safety as Debbie reported, “it was great to be able 

to say my fear and to be listened to…” 

Two participants, however, described a lack 

of emotional containment. Jill said: “… strangely 

enough I was the one that cried each week, 

which used to bother me”. 

The development of strong bonds between 

group members was significant in the creation 

of group safety. Orla described how “we could 

be more honest with each other than we could 

be about anything else alive.” The bonding and 

cohesiveness of the group and the implied pres-

ence of advanced empathy is captured through 

Meg’s statement: “We didn’t talk about our expe-

riences but we knew, we just knew…yeah, you 

could feel the pain…you could see it on some 

people’s faces [ ] because we all did support one 

another in the group”

*Key to symbols 
used within 
client quotations: 
Empty brackets ( ) 
indicates omitted 
material; material 
in square brackets 
[ ] is additional 
information added 
by the researcher 
for clarification; (…) 
indicates a pause 
in the interviewees’ 
speech. 
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Empowerment

Empowerment was one of the major benefits 

reported by participants, and encompassed 

an increased sense of autonomy, awareness 

of choices, heightened self-awareness, and 

increased self-worth and self-confidence.

Nine participants felt sharing similar experi-

ences enabled them to feel validated and reduce 

their sense of isolation. Tess stated, “because I 

knew I wasn’t the only one with a problem. I just 

wasn’t imagining things”. Universality of experi-

ence also helped to normalise experiences, Deb-

bie reported that she now felt “normal”. The one 

exception was Jill who mistakenly believed she 

was the only person in her group who had not 

suffered childhood sexual abuse. Consequently 

she reported that she didn’t have a sense of 

belonging in the group and she struggled to 

validate her experiences.

All participants at different levels and in 

different ways experienced hope. Some par-

ticipants, like Meg, described how she “loved 

watching them [other participants] growing, 

changing…like you’d worry about them one 

week and the next week they’d be back and you 

could see things had changed and you’d go 

‘Wow.’”

Gaining knowledge was also empowering for 

participants as they gained a sense of mastery 

and control over such things as panic attacks.

Tina described this as “absolutely brilliant.” 

For Liz, information on the impact of childhood 

abuse and learning to understand her patterns 

of behaviour helped her to control her anger.

Personal insights were also experienced 

as empowering: Meg describes an increased 

self-awareness: “Over the time each week you’re 

there talking about different things and you 

learn [ ] and I don’t put myself in positions any 

more where I put myself in danger.” For Sara, 

the realisation that she had a right to be angry 

enabled her to locate that anger with her per-

petrator: “I’m still very angry, but I’m not angry 

with me any more.” Six participants described 

changes in self-perception. Amy described her-

self as “no longer just a psychiatric case”.

Participating in the group helped Liz break 

the cycle of silence which is often associated 

with experiences of abuse. Being part of the 

group experience gave her the confidence to talk 

openly to her children about her own abuse: “[it] 

help[ed] them to understand how I dealt with 

it. … I don’t want them [to] make it a big dirty 

secret like it was made in my family.”

Preparation for individual counselling

Eight participants found the group a valuable 

preparation for ongoing counselling. For Liz, 

“listening to their [other participants’] experi-

ences and talking about my experiences helped 

me to realise that [talking] does work.” Of the 

remaining participants one did not find it help-

ful. The other reported ambivalence about the 

group’s helpfulness in preparation for ongoing 

counselling.

Satisfaction with the groups

Nine of the 10 participants interviewed 

expressed a high degree of satisfaction with the 

groups. Amy, who described being “scared” 

before she came, stated: “It was wonderful. [ ] 

everything was covered, spirituality was cov-

ered, which I was very delighted with.”

Wishes for the future

Participants described a variety of ways in 

which they felt the group experience could be 

“I’m still very 
angry, but I’m not 

angry with me 
anymore.”
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improved for future groups. Seven participants 

described a wish that the group could have run 

for longer. Beth said: “It seemed just like when it 

was getting started it was over”. Sara, one of two 

participants who expressed a wish for phased 

endings stated: “If they could wean it like wean-

ing a baby off a bottle”. Beth, too found the 

ending difficult and stated that “it was like, sort 

of bringing everyone to the top of the mountain 

and then [ ] now that we’re at the top of the 

mountain, we’re going to enjoy the view and 

you’re kind of left here [ ] It seems like it [the end 

of the group] was kind of… very abrupt.

Discussion

Symptoms and coping mechanisms 

Quantitative data indicates that the majority 

of group participants displayed some degree 

of psychological distress prior to attending the 

groups. Eight participants’ mean scores were 

above the clinical cut-off point of 1.29 for ‘All 

Items’ on their pre group CORE-OM scores. 

This concurs with qualitative data findings, 

as all participants reported experiencing many 

symptoms related to a history of childhood 

abuse (Gerrity and Mathews, 2006). Expressed 

difficulties included: low self-worth and lack of 

self-confidence, often manifesting as poor self-

care; self-blaming and suicidal ideation. Other 

reported symptoms included: depression togeth-

er with a sense of hopelessness; anxiety and 

panic attacks; irrational anger; trust and relation-

ship difficulties; feelings of isolation and a lack 

of control over their lives. In line with the clinical 

literature, findings from the present study also 

highlighted many destructive coping strategies 

such as engaging in high-risk behaviours, irra-

tional anger, eating disorders, denial of intense 

feelings, repressed memories and believing they 

were crazy rather than trusting their own feel-

ings (Morrow and Smith, 1995).

Evaluating the effectiveness of the group 

Using Jacobson and Truax’s (1991) measure, 

findings from CORE-OM scores show that there 

was reliable improvement across the wellbeing 

domain for the group, (mean difference pre and 

post group >0.5). The overall mean score and 

the remaining domains did not attain significant 

clinical or reliable change. It is possible that the 

small sample size may have militated against 

reaching the level of significance. However, the 

difference in CORE-OM mean scores for the 

group shows an overall trend towards improve-

ment in All Items and all domains following 

attendance at group (Table III). The greatest 

difference was shown between the pre-and 

post-Wellbeing domain group score followed by 

scores on the Problems domain and finally by 

scores in the Functioning domain. This sequen-

tial progression coincides with the phase model 

of change (Howard, Leuger et al. 1993, cited in 

CORE System Group User Manual, 1998). 

Complementarity is indicated between the 

qualitative and quantitative data sets illustrated 

by 10 participants reporting some improvement 

in their quality of life post-group, with eight 

reporting significant improvements: Examples 

of better self-care for Liz and Sara meant taking 

time out for themselves, while Tess took up run-

ning and swimming again. Positive selfconcepts 

replaced previously held negative ones – for in-

stance, Debbie describes reconnecting with her 

creative side while Amy began to view herself 

more positively: “as no longer a psychiatric case 

but as somebody who had suffered as a child.” 

Even Jill, one of three participants who reported 

ambiguity about the value of the group, noticed 

that she “was very capable of verbalising what 

I was thinking” compared to other participants, 

which reflects her significant clinical improve-

ment in the Wellbeing score (Table III). It also 

supports Yalom’s (1995) assertion that groups 

provide an arena where self-worth is increased 

through making positive social comparisons.
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Concordance between data from the Problem 

domain and the qualitative data was also found. 

Six of the 11 participants’ scores improved 

within this dimension, with Liz, Orla and Beth’s 

scores showing the greatest improvement, most 

notably in the depression aspect (Table III). This 

complements Beth’s account when she reported 

that being in the group “was reminding you 

of things you had achieved”. Orla too stated, “I 

learned that I could do it”. Helplessness is recog-

nised as a common feature of depression, as the 

person often experiences a lack of control and 

competence (Cameron, 2000).

A reminder of past achievements helped Beth 

reconnect with inner resources. Liz’s improved 

score within the depression aspect may be con-

nected to her gaining a sense of control of her 

body as she stated, “I never realised about your 

body being your own body”.

The relationship between the Functioning 

domain on CORE-OM and the qualitative data 

further highlighted the convergence of evidence. 

For instance, Meg describes how she “learnt 

through the group to stop being angry at the 

people around me and focus on the people 

that were the cause”. This helped improve her 

relationship with her children, and coincides 

with her improved score for Functioning in close 

relationships (Table III). Improvement in close re-

lationships was also the area which showed the 

greatest improvement for Sara, Beth and Orla, 

with the latter two participants’ scores moving 

from the clinical to the non-clinical range. Sara 

described an ability to relax and enjoy her chil-

dren more without constantly worrying about 

everything. Hyper-vigilance is a well document-

ed consequence of childhood abuse (Choate and 

Henson, 2003; Gerrity and Mathews, 2006).

At times evidence from the quantitative data 

seemed to contradict findings in the qualitative 

data. For example, within the Wellbeing domain 

Sara, Amy and Debbie, who described feeling 

much better about themselves postgroup, had 

either unchanged scores postgroup or showed a 

minor deterioration.

On closer examination, scores regarding the 

statement on crying within this domain, showed 

deterioration for all three participants. All three 

had reported crying as a means of selfvalidation. 

This may suggest that their tears were simply an 

expression of their pain rather than an indica-

tion of psychological deterioration as CORE-OM 

suggests.

On the other hand, Jill’s score showed an 

improvement in the Wellbeing dimension, but 

she reported feeling frustration with herself for 

always crying in the group. Yet her score for 

crying in CORE-OM is unchanged. She reported 

an inability to validate herself. Tears in her case 

could be interpreted as increased psychologi-

cal distress. Given these findings, it appears 

McLeod’s (2001) concerns regarding quantifi-

cation of experience are valid as this example 

illustrates the inability of CORE-OM to dis-

criminate between the meanings of behaviour. 

Furthermore, it is indicative of the complexity of 

human behaviour and the difficulty in assessing 

the effectiveness of a treatment using only one 

method.

The “Risk” dimension of CORE-OM seemed 

useful in assessing participants’ needs for extra 

support. The facilitators interviewed participants 

who scored within the clinical range in this do-

main and, as a result, Meg began her individual 

therapy within two or three weeks of starting the 

group. She described this as very beneficial as 

she said she was “sitting at the edge of her seat” 

and unable to listen in the group prior to attend-

ing individual counselling.

“I learned that I 
could do it”
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She concluded that attending individual 

counselling and the group concurrently had 

enhanced the benefits of both treatments for 

her. This concurs with Briere’s (1996) proposal 

that group work allows for a deeper exploration 

of concerns, while individual counselling pres-

ents a confidential arena in which to deal with 

personal issues as they arise. It also highlights 

the value of CORE-OM as an assessment tool for 

the group.

Conclusions

The converging evidence from the quan-

titative and qualitative data suggests that the 

pre-therapy groups provided by Rian and Laragh 

were effective psychological treatments. Gaining 

knowledge of the impact of childhood abuse in 

adulthood, through sharing experiences in the 

group and didactic knowledge (e.g. panic attacks 

and understanding anger) helped to normalise 

experiences for participants which facilitated 

their gaining a sense of control and mastery 

over their lives and reduced their sense of isola-

tion. Participants also gained a sense of hope. 

The research findings also indicate improved 

self-worth for participants post-treatment. This is 

particularly evidenced in Tina’s simple yet pro-

found statement “I learned to like myself”.

The high levels of satisfaction among 

participants further indicate the effectiveness 

of the groups (Nelson and Steele, 2006). Eight 

participants described their experience of the 

group as very satisfying, stating that they would 

recommend it to others. The groups also offered 

a useful and satisfactory preparation for indi-

vidual counselling. Liz’s experience of listening 

to others and talking about her own experiences 

helped her realise that “talking does work”. 

Overall evidence from both the quantitative and 

qualitative data was complementary, though 

evidence from the CORE-OM findings was at a 

more conservative level.

Recommendations for future groups 

Length of programme: Consideration should be 

given to length of group programmes. Seventy 

per cent of participants suggested that the group 

run for a longer period. 

Attend to Group endings: Some participants 

found the ending very emotional and too abrupt 

and suggested phased endings as an alternative.

 

Assess participant suitability and need for extra 

support: Based on the findings it is apparent 

that Meg’s need for extra support which was 

identified following a review of her Risk score on 

CORE-OM, indicates that the CORE-OM is a use-

ful assessment measure for future groups. 

Limitations of the study 

Extrapolations from the data are presented 

with caution as this study has a number of 

limitations: small sample size, absence of a 

comparison group, demand characteristics and 

researcher’s subjectivity. 

In addition this study assessed the immedi-

ate effects of group participation, thus longer-

term maintenance of benefits gained were not 

evaluated. The density and complexity of the 

material from the recorded interviews necessi-

tated the omission of some material, thus valu-

able insights in data may have been lost.
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Abstract

The aim of this article is to explore how 

the client experiences confidentiality in the 

therapeutic relationship. Using a qualitative 

approach, the researcher interviewed six adults 

who had experienced abuse as children and 

who, at the time of the interviews, were at-

tending therapy with the National Counselling 

Service. The interviews were semi-structured 

and individual narratives were co-constructed, 

reflecting the experiences of all six participants. 

Five themes emerged following analysis of the 

qualitative data which highlighted how essential 

confidentiality is to the counselling process. 

Finally a series of recommendations to inform 

best practice are outlined.  

Introduction

This article reports on the outcome of a 

research dissertation I conducted as part of an 

Msc in Counselling in the University of Bristol. 

Participants in the study were recruited from one 

National Counselling Service (NCS) area. 

The word ‘Confidentiality’ is derived from 

the Latin word con (with) fidula (trust) (Zulueta 

2009). Confidentiality is generally seen as a cor-

ner stone of counselling practice and is therefore 

comprehensively covered in publications which 

focus on counselling ethics (Bond 2000, Tribe 

and Morrissey 2005, Bond and Mitchels 2008) 

and in many introduction to counselling books 

(McLeod 1998, Bor and Palmer 2002, Richard 

Nelson-Jones 2000, 2008). In addition, Confiden-

tiality is usually covered in service information 

leaflets such as those produced by the NCS.

My interest in confidentiality stems from my 

therapeutic work, which has in the main, been 

with adults who were abused either in child-

hood or adulthood. This interest was further 

heightened when I completed an assignment for 

a module on counselling ethics. My assignment 

focussed on ethical dilemmas that arise around 

confidentiality and reflected the existing litera-

ture in addition to my own viewpoint, my own 

14
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“I was struck by the fact that there was 
so little existing literature documenting 

client’s perceptions of confidentiality”

voice. However, during this process I identified 

one very important omission in my assignment 

- the voice and viewpoint of the client. Further-

more, I was struck by the fact that there was 

so little existing literature documenting client’s 

perceptions of confidentiality in the counsel-

ling, psychotherapy or psychology setting. There 

were more studies covering patient perceptions 

of medical confidentiality, although Sankar et 

al (2003) found that few studies specifically 

detailed patient’s perceptions of confidential-

ity. I have included the findings of the exist-

ing literature relating to both counselling and 

medical confidentiality in the discussion around 

each theme that emerged in my research. The 

purpose of this dissertation was to add to this 

scarce body of knowledge.

The study had two main strands. The first 

strand reflected the voice of the client by captur-

ing their perceptions, expectations and experi-

ence of confidentiality through semi-structured 

interviews. Although the narratives from these 

interviews are not included  in this article, they 

do provide the bedrock of the second strand 

which focused on discussing these findings and 

their implications for counselling ethics and 

practice. A series of recommendations to inform 

practice are outlined

Method

Semi-structured interviews were used to 

capture the voice and experience of the six 

people who had participated in the study. I had 

not had therapeutic contact with Abigail, Jean, 

Maggie, Liz, Patricia or John (pseudonyms) prior 

to their participation in the study. Each interview 

was recorded and copied on to compact disk. I 

then summarised each participant’s story and 

re-consulted with them to ensure that I had 

accurately captured the meaning of what they 

had said. Following analysis of the recordings 

a number of key themes emerged which are 

outlined below. 

 Emerging Themes 

Excerpts from participants’ narratives togeth-

er with reference to existing literature informed 

discussion of these key themes.

 

Confidentiality is confirmed as important

All of the participants saw confidentiality as 

being very important in their counselling. Expec-

tations were described with words like ‘Water-

tight’ and ‘Strictly confidential’. John said that 

due to his need for counselling, he had to take a 

chance in trusting that it would actually be con-

fidential. He added that he would have attended 

for counselling even if there was no assurance 

of confidentiality. This lack of assurance around 

confidentiality would have restricted what he 

spoke about and therefore the therapeutic ben-

efit of counselling would have been limited. 

In their review of existing studies, Sankar et 

al (2003) found that patients delay disclosure 

or forgo treatment if there are doubts over 

confidentiality. Abigail talked of confidentiality 
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‘playing a big role’ in her counselling. Studies 

by Corcoran (1988) and Klostermann et al (2005) 

concur with this view.

The notion of trust can be linked to the 

importance of the therapeutic relation-

ship: without the relationship, counselling 

becomes an empty process of telling your 

story to a stranger. Cormack (2009 p75)

Maggie, Abigail and John placed great em-

phasis on the importance of confidentiality and 

in particular, when the adult had been abused in 

childhood. However they had different reasons 

for highlighting the need for confidentiality in 

relation to their abuse. For Maggie and John, 

the emphasis was on the breach of trust with the 

people who abused them as children. Abigail, 

on the other hand, felt that confidentiality was 

important due to the legal and family implica-

tions which could put ‘yourself and your family 

at risk’. These differences are consistent with the 

findings of Klostermann et al 2005 and Bond 

and Mitchels (2008) who noted that although 

clients agreed about the importance of confi-

dentiality, their needs often varied. Furthermore, 

confidentiality was considered “a necessary 

condition that makes therapy possible.”  Bond 

and Mitchels  (2008 p7). 

I suggest that if confidentiality is a central 

condition of therapy, it is therefore central to the 

beneficence of the client. Both John and Jean 

expressed their concerns about issues they iden-

tified as being similar but different to confiden-

tiality. These issues were connected to privacy. 

John spoke of feeling exposed when he arrived 

at the front door of the counselling service. Jean 

spoke about her son who also attended the 

same counselling service. Similar to John, her 

son was also concerned about being seen enter-

ing the building. Jean herself did not share this 

particular concern. She was conscious of receiv-

ing letters in brown windowed envelopes from 

the HSE. As the counselling service address was 

on the back of the envelope this meant the local 

postman would know the origins of the letter. 

The confidentiality contract is not always 

heard in the first session.

Maggie, Patricia, Liz and John did not 

register the confidentiality contract in the first 

session. The details appeared to be lost in the 

stress of the initial encounter. This raises seri-

ous ethical concerns about working with clients 

who may not fully aware of the boundaries of 

confidentiality. Identified boundaries are es-

sential for creating a safe therapeutic space. 

Clear parameters are especially important where 

there is high risk of a potential conflict around 

confidentiality. One such agency is the NCS 

where counselling is offered to people who have 

experienced abuse. The NCS is mandated as part 

of the HSE to implement Children First: National 

Guidelines for the Protection and Welfare of Chil-

dren(1999) and thus to report on child protection 

risks. The potential for child protection concerns 

is automatically higher as clients may divulge 

information about people who harmed them as 

children in the past. If the client does not register 

the exceptions to confidentiality in the contract, 

the counsellor could then be at risk of breaching 

the clients trust and damaging the therapeutic 

alliance. The conflicting ethical demands on the 

counsellor are immense. On the one hand there 

is a need for fidelity for the client, honouring 

their autonomy and being mindful of their benef-

icence. In contrast, there is the non-maleficence 

for the child who may be at risk. In addition, the 

“The conflicting 
ethical demands 

on the counsellor 
are immense”
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counsellor has a contractual duty to work within 

the policies of the agency. Moreover, if the client 

ceases to attend counselling due to feeling that 

their trust has been betrayed, then the principle 

of beneficence is dishonoured. As a practitioner 

I consider my work with clients to be beneficial 

to their welfare. Conversely, if a client is reluc-

tant to engage in counselling as a consequence 

of a negative encounter with me, I assume that 

I have contributed to them not benefiting from 

counselling. Abigail and Maggie said they had  

stopped attending counselling in the past when 

they felt that confidentiality was broken. Some 

difficulties in the counselling relationship are 

beyond the responsibility of the practitioner. 

Although the interpretation and absorption of 

the information may be beyond the counsellor’s 

control, the communication of the confidential-

ity contract is not. I consider confidentiality to 

be essential in the clients consent to engage in 

counselling. By providing clients with this vital 

information, they are then equipped to make an 

informed decision to engage in therapy, thus 

honouring their autonomy (Fisher and Oransky, 

2008 p576). 

With reference to the American Psychological 

Association’s ethical code, Fisher and Oransky 

(2008) described their mandatory responsi-

bility to inform clients of the exceptions and 

boundaries of confidentiality as part of informed 

consent. Confidentiality is considered central 

to the counselling relationship (Corcoran, 1988; 

Klostermann et al, 2005) and the client counsel-

lor relationship is seen as the therapy (Haugh 

and Paul, 2008). Mindful of this association, it 

is inconceivable that a client can really make 

an informed decision to engage in counselling 

unless they are fully informed about confiden-

tiality. The question is, what constitutes being 

fully informed? It is virtually impossible to fully 

explain confidentiality in all its variables. I sus-

pect that a comprehensive explanation would 

not prove either useful or desirable to most 

clients. The more information you give the more 

the core message is lost in the detail. In practice, 

to be fully informed means having access to 

clear information which provides a platform for 

more relevant exploration. This space for further 

exploration needs to be created by the therapist. 

“Informed consent to psychotherapy is best 

conceptualized as an ongoing process,” (Fisher 

and Oransky, 2008 p579)

They go on to explain that

Due to the sensitive information disclosed 

during therapy,  psychotherapists may 

want to remind clients from time to time  

about confidentiality policies.

(Fisher and Oransky, 2008 p584)

Maggie regularly revisited confidentiality 

with her therapist. These discussions allowed 

her to deepen her understanding and trust in 

confidentiality. She also felt assured that the 

counsellor valued confidentiality within their 

relationship. Maggie, Liz, Patricia and Abigail 

all felt that they would really benefit by revisit-

ing the confidentiality contract periodically with 

their counsellor.

Clients attend for counselling from a posi-

tion of need. They have the option not to attend 

but it is the option to attend that is presumed 

to be beneficial. John identified that he needed 

counselling and would have attended whether 

there was an assurance of confidentiality or not. 

With this in mind John’s therapist is in a position 

of power and John’s position is vulnerable. Bond 

(2008, p33) describes this dynamic in his article 

on trust. 

Intrinsic to the therapeutic relationship 

are the inherent differences in status and 

power between the person seeking help 

and the person offering help.

It is with this powerful position that the 

imperative to raise the issue of confidentiality at 

intervals during therapy lies with the counsellor. 
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This responsibility was emphasised by Liz who 

felt unable to query confidentiality after her first 

session and implied that she would have liked 

the counsellor to raise the issue again. Bond and 

Mitchels (2008) suggest that many therapists 

are reluctant to mutually formulate acceptable 

agreements around confidentiality with their 

clients. Based on my own work experience, I 

believe that the prescriptive contract may be due 

to policies already put in place, leaving little or 

no negotiation space available to the therapist. 

Legal requirements, ethical codes and policy 

requirements of funding organisations all take 

precedence over therapist or client autonomy. 

Practitioners are expected to implement and 

conform to the agency policy. Bond and Mitch-

els (2008) found that many agencies said they 

were reluctant to initially discuss and contract 

on confidentiality. Their hesitancy was due to the 

structure within the agency of having one off 

intake sessions. The clients were then allocated a 

different counsellor. The two practitioners might 

have had different conditions of confidentiality. 

This approach to confidentiality contrasts 

with my work experience within similar systems 

wherein, there was a confidentiality framework 

for the therapists to work to. The risk of not hav-

ing a clear contract on confidentiality is similar 

to the situation where the client does not hear 

the contract. This gap in information may result 

in the client filling in the gap themselves. They 

may simply presume that the therapeutic envi-

ronment is absolutely confidential. Bond and 

Mitchels (2008) gave a list of examples of client 

“wish-lists” in relation to confidentiality. They 

concluded that such a list was not a feasible re-

ality. The fantasy element of the wish-list would 

result in a significant discrepancy between the 

assumed position and the real position of confi-

dentiality. 

The client’s sense of confidentiality grows with 

the relationship 

Most of the participants described their sense 

of confidentiality increasing hand in hand with 

the therapeutic relationship. Surprisingly, the 

discussion between client and counsellor on the 

parameters of confidentiality and its docu-

mentation, are not the elements that seem to 

assure confidentiality to the client. This revela-

tion intrigued me. As Jean said the ‘knowing its 

confidential is between client and counsellor’. 

She felt that ‘The established relationship is im-

portant to the sense of confidentiality.’  This view 

mirrored Johns, who said ‘The assurance of con-

fidentiality became less significant as the trust 

and relationship increased with the therapist.’ 

This contrasts with Corcoran’s (1988) observa-

tions of existing research where he found “many 

researchers (Kobocow, McGuire and Blau 1983; 

Woods and McNamara 1980) have found that the 

assurance of confidentiality generally leads to 

greater disclosure.” John described testing out 

the counsellor in order to assess how he could 

use the therapeutic space. ‘Who am I to assess a 

psychotherapist? Fifty three years on this earth, 

can I judge human beings? Integrity, body lan-

guage, of course I can. I found the right therapist 

for me.’  Jean said that ‘It took six months to feel 

totally sure and ok to say 100% instead of 75% 

of the detail’. This suggests that confidentiality is 

relationally based, dependent on the quality of 

understanding, as well as the trust and quality of 

the connection between client and practitioner. 

As Maggie said ‘having a cookery book does not 

mean you can cook.’  This view of confidentiality 

is consistent with the views of Haugh and Paul 

(2008 p37) 

The client must believe the therapist who 

makes these assurances of confidentiality 

if these promises are to have a positive 

impact on the therapeutic process.
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The link between the therapeutic alliance and 

confidentiality poses the following question. 

Does the therapeutic relationship depend on 

confidentiality or, does confidentiality depend 

on the relationship or, are they interdependent?  

I’ve not found the answer to this question. How-

ever, the association between confidentiality 

and the therapeutic relationship underlines the 

significance of confidentiality to the therapeutic 

process. Haugh and Paul (2008 p37) assert that 

“the relationship is the therapy.” In their review 

of existing research, Haugh and Paul (2008), 

identified the relationship as being central in 

over a thousand studies. The relationship has 

been estimated by Asay and Lambert (1999 cited 

in Cooper 2008) to be responsible for thirty per-

cent of therapeutic change and therefore identi-

fied as the most important aspect of therapy. 

Forty percent of the factors influencing change 

were attributed to events outside the therapy 

room. Macrill (2007) suggests that it is odd to 

view the relationship as being so influential in 

therapeutic change, as this is to assume that the 

client counsellor relationship is central in the 

life of the client. Whatever the true significance 

of the relationship in therapeutic change and 

the nature of its link with confidentiality, what 

has become very evident from the views of 

participants in this sutdy, is that they value both 

confidentiality and the relationship.

Impact of previous negative experiences of 

confidentiality

All the participants in this study reported that 

they had experienced a breach of trust as part of 

their abuse. In addition three participants spoke 

of a having experienced a breach of trust with 

professionals. These negative experiences of 

confidentiality have had a  very significant im-

pact on clients and their willingness to engage 

in services. It is clear that such an impact can 

jeopardise future engagement in services where 

trust is required.

For therapy to work, both therapist and 

client require a degree of reciprocal trust 

that is sufficient to enable the work to 

proceed. (Bond 2008 p31)

Whether or not these negative experiences 

relate to counsellors or other professionals, 

the effect was just the same. Abigail, Maggie 

and Patricia described how they discontinued 

their engagement with services where they felt 

that their expectations of confidentiality were 

breached. All three identified that their previous 

negative experiences of confidentiality, resulted 

in a reluctance to trust again. Patricia and Mag-

gie both had two negative experiences with 

confidentiality in health, social or psychothera-

peutic services.

Consequently, they perceived some risk in 

engaging in counselling. When Maggie attended 

her first counselling session in the voluntary 

sector, her counsellor told her to ‘report to the 

Gards’. Maggie explained her feelings, ‘ I did not 

go back there and in 

coming here I was very hesitant because of 

that experience.’  She felt that this particular 

counsellor did not have her best interests at 

heart. I believe that the ethical imperative for 

both practitioner and agency was to protect 

children and or society over the beneficence and 

autonomy of the client. I am not convinced that 

they succeeded in this priority as Maggie did not 

return for counselling. The ethic of beneficence 

to Maggie was consequently neglected. The de-

sire to protect children was also sabotaged. I

 am aware that the particular voluntary agen-

cy that Maggie attended had strong views about 

reporting to the Gards. Many voluntary agencies 

rely on funding from bodies which stipulate cer-

tain policies as a condition of funding (Jenkins, 

2008). These prescribed policies include the 

management of child protection risks. In the past 

I’ve worked in agencies that relied on similar 
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conditional funding. Even though the policies 

did not necessarily differ from what the agency 

would have endorsed anyway, the requirement 

to act immediately and the style of implementa-

tion did. An ongoing concern in the voluntary 

sector is the fear of losing funding.

Maggie also reported having had nega-

tive experiences with HSE social services. This 

provided an additional barrier for her to engage 

with the HSE counselling service. She recalled 

saying to herself ‘this is part of the HSE just like 

social services is.’ 

Participants of the Whetten-Goldstein et al 

(2001 p459) study 

…noted a unique negative effect of 

breaches taking place in rural commu-

nities due to having non-professional 

contact with their pharmacists, case man-

agers and other providers such as being 

their neighbours, relatives and children’s 

classmates’ parents.

As a consequence of the need for confiden-

tiality and not to have their social environment 

contaminated with private information, many 

HIV patients were willing to travel up to two 

hours drive to receive treatment, rather than 

attend a centre where a breach of confidentiality 

had occurred (Whetten-Goldstein et al, 2001). 

Abigail had the experience of seeing a child 

psychologist and assumed that their meetings 

were confidential because these sessions were 

meant to help her. There was in fact no confiden-

tiality contract and the psychologist was report-

ing back to Abigail’s mother. On discovering 

this, the subsequent outcome was that Abigail 

withdrew from counselling.

 In their more recent engagements with 

counselling, both Maggie and Abigail reported 

their experiences as being an initial barrier with 

regards to trusting in confidentiality. 

As a counsellor, I am often required to bal-

ance the expressed needs of the client with my 

professional responsibilities to child protection 

and the therapeutic relationship. 

This can usually be well managed so long 

as clear contracting is in place and the coun-

sellor communicates his or her concerns and 

responsibilities to the client. Trust is important 

in maintaining the continuity and quality of the 

relationship. The beneficence of the client how-

ever, is more difficult to hold and gauge in these 

situations. Not only do we need to gauge the 

client’s readiness to think around these difficult 

issues, their context also needs serious consid-

eration. An example of this dilemma was when 

one of my clients felt his safety would be at risk 

if I reported a child protection issue. The ethic 

of non-maleficience is really challenged in this 

position. However, in practice, making a child 

protection report without a ‘willing witness’ 

often does little to protect children. The conse-

quence of reporting a child protection concern 

without the co-operation of the client, parallels 

Maggie’s story. The client may leave therapy 

prematurely, missing out on counselling and at 

the same time, children may be left vulnerable. 

These negative experiences of my participants, 

highlight the ethical necessity for the counsellor 

to provide the client with clear initial information 

about confidentiality.   

The importance of the integrity of the counsel-

ling notes 

Some of the participants in the current study 

had concerns about the documenting of their 

therapy sessions. Patricia said that she always 

wondered what was written in her notes after 

each session. She wrote her own notes as a 

way of processing her sessions. Patricia’s was 

concerned about her notes because of  previ-

ous negative experiences of confidentiality. She 

reported that the first occasion  occurredwhen, 

as an adult, she read the notes that were written 

by her child psychologist. The contents surprised 

her and brought back memories. She was struck 

by how much information was recorded and 
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stored for so long. The second experience was 

when she read her brothers GP notes after his 

suicide. She felt like a ‘scavenger’. This raised 

the question of who might see her own notes 

when she died. Patricia raised these issues with 

her counsellor and was facilitated in having a 

letter confirming the status of her counselling 

notes. Patricia felt that she was gaining some 

control over her personal information. 

Who has access to the notes is important in 

terms of confidentiality. Patricia’s experience 

with her brother’s GP highlights the different 

attitudes to confidentiality between profes-

sions. It is now common for counselling and 

psychotherapy to be available as part of primary 

care services. The issue of counselling notes 

becomes particularly significant when counsel-

ling is integrated and the counsellor forms part 

of the team of health care professionals. Jenkins 

(1999) identifies significant differences between 

counselling and medical professions in relation 

to confidentiality. He identifies that “Medical 

confidentiality is based on a team approach” 

whilst counsellors see confidentiality “as a form 

of interpersonal contact between client and 

therapist” Jenkins (1999 p171) 

Where the counselling service is part of a 

larger institution such as the health service, 

counselling notes may be accessible to other 

disciplines. Notes are sometimes stored as part 

of a shared file or a generic set of case notes. 

Even if the notes are maintained separately, 

difficulties may arise. Counselling agencies 

usually view the case notes as the property of 

the service provider. Therefore case notes may 

also be accessible to others if the service comes 

under the umbrella of a larger organisation 

such as the HSE. This could cause a significant 

problem where a client is attending a counsel-

ling service within the health services and is also 

pursuing a legal case against another agency 

of the same health system. The health service 

may try to access the counselling notes to aid 

their legal defence. This puts the counsellor in a 

position where they may need to object to their 

employer’s request. The counsellor may take 

this action if they feel the request is against the 

interests of the client or their own ethical stance. 

This objection is easier if the notes are main-

tained separately to the client’s other case notes. 

Similar difficulties may also arise in private 

practice. In private practice case notes belong to 

the practitioner unless they are seeing the client 

as part of an employee assistance scheme, some 

of which insist that the notes are the property of 

the scheme.

The other grouping that might have access 

to the counselling notes are the administrative 

staff. Shaw et al (1996 p1463) found “There was 

a clear hierarchy of acceptability” in terms of 

confidentiality, 70% of patients had a problem 

with receptionists knowing their HIV status. In 

this study however, the concerns expressed 

about admin staff and confidentiality seemed 

to mainly orientate around the staff being local. 

Jean valued the fact that her counsellor was not 

local. However the admin staff were from her lo-

cality and this caused her some concern. Sankar 

et al (2003) report that concerns over staff  from 

the local area, are orientated around a fear of 

the patient’s social setting becoming contami-

nated, rather than difficulties with individual 

staff groups. Cormack’s study (2009) identified 

that trust needed to be earned and came with 

the established relationship. The client’s connec-

tion is with the counsellor. Clients generally do 

not build or engage in a relationship with the 

administrator. Could this be the most important 

factor? after all, how do you trust someone you 

don’t know? Cormack’s view also links with the 

third theme -  ‘ that the sense of confidentiality 

grows with the relationship.

Recommendations

Recommendations are based on the analysis 

of discussions with six study participants and 

the themes that emerged from their narratives. 

Recommendations were based on the widely 
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accepted ethical principles of autonomy, be-

neficence, non-maleficence, justice, fidelity and 

self-interest. 

I believe these recommendations represent 

best practice for both client and counsellors 

alike and will benefit therapeutic work as a 

whole.

Practitioners hold the responsibility to 

explain and discuss confidentiality on the first 

meeting with the client. The client should be fur-

nished with a written explanation of the bound-

aries of the confidentiality contract. If there is a 

gap between the first and subsequent sessions, 

then confidentiality needs to be re-iterated in 

that second session. Confidentiality needs to be 

re-addressed at regular intervals. The explana-

tion should be explicit in the area of who has 

access to the notes, how long the notes will be 

stored and where they will be stored. 

The level of contact and communication 

with referrers and professionals such as mental 

health practitioners and GP’s needs to be made 

explicit. This is paramount when counselling 

and psychotherapy are integrated into statu-

tory services and multi disciplinary teams. The 

interface with other professionals needs to be 

explicit with clear protocols in place. Boundaries 

of confidentiality must be fully disclosed to the 

client.

Clients must be informed about information 

which is held on computer. Agency policies and 

practice regarding the management of mobile 

electronic devices such as laptops and mobile 

storage devices, need to be explained to the 

client.

Counsellors need to enquire into previous 

experiences of confidentiality so as to address 

unspoken concerns and any assumptions that 

the client may have with this regard. This en-

quiry will provide the client with permission to 

express issues that might otherwise be blocked 

thus delaying the building of trust in the rela-

tionship. Confidentiality is identified as being so 

important to the relationship and vice versa, that 

it is an essential component in the therapeutic 

alliance.

Counselling training needs to place greater 

emphasis on the importance of communicating 

and exploring confidentiality. There is an ethical 

imperative to fully communicate the boundaries 

and management of confidentiality to the client. 

The communication of confidentiality is vital so 

that the client is able to give informed consent 

to engage in counselling. This responsibility 

begins with the tutor, who imparts the funda-

mentals of practice to the student. 

Conclusion

This study confirmed my previously formed 

opinion that confidentiality is an essential part 

of the therapeutic relationship. I have however, 

been surprised by the ways in which confiden-

tiality has been important to the participants. 

I strongly believe that from the outset, confi-

dentiality has to be clearly communicated with 

clients. This needs to be done in different ways 

ensuring that the information is both accessible 

and comprehensible. All counselling agencies 

have an ethical responsibility to regularly review 

their policies on confidentiality in order to 

incorporate new practical, professional, ethical 

and legal considerations. These policies must 

be accurately communicated to clients, so as to 

empower them in their decision whether or not 

to enter into the therapeutic relationship. The 

evolution and integration of counselling and 

psychotherapy into the broader health system 

will lead to new challenges in how we position 

ourselves ethically, especially in terms of confi-

dentiality.
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Abstract

This article examines how child protection 

issues may emerge at each stage in the thera-

peutic process with adults who have experi-

enced child abuse and how such issues can be 

addressed. The importance of understanding 

the relationship between past and current child 

protection issues is considered and the benefits 

that can result from such work in terms of maxi-

mising the preventative potential of therapeutic 

interventions is discussed. The resolution of 

these issues can impact positively on parent-

ing skills with the hope that this will, reduce the 

likelihood of more risk-oriented child protection 

interventions. 

A series of case vignettes are used to high-

light these issues as they are discussed. 

Theoretical underpinning:

In 2000, the National Counselling Service 

(NCS) was established in recognition of the 

long-term consequences of abusive experiences 

in childhood on adult lives. Only one year earlier 

the health, welfare and protection of children 

was given the commitment of having the first 

priority in the Irish Health Care System (DoH&C 

1999) and Children First, National Guidelines for 

the Protection and Welfare of Children, was pub-

lished, acknowledging the legal obligations of 

the then Health Boards in relation to all children 

in their area.1 

Dealing with the aftermath of abuse can be 

a difficult and painful process. Briere (1997) in 

his Self-Trauma Model identifies three main self-

capacities which may be impacted when a child 

is neglected or abused, namely:  

Identity – a secure internal base to organise 1. 

and contextualise challenging stimuli without 

excessive disorientation.

Boundary – awareness of the demarcation 2. 

of self and other. Negotiating interpersonal 

interactions.

Affect regulation – comprising of:3. 

 Affect modulation – ability to self-soothe, 

distract etc.

 Affect tolerance – ability to tolerate 

 negative affect.
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“how child protection issues 
may emerge at any stage in the 

therapeutic process”

Therefore, addressing child protection con-

cerns in the course of psychotherapy/ counsel-

ling with adults is based on both the conviction 

that all children deserve to be protected from 

sexual, physical and emotional abuse and from 

neglect and on the understanding that this 

should not interfere with re-establishing a per-

son’s self-capacities as referred to above. 

The NCS, as a statutory service of the HSE, 

has expressed its commitment to implement-

ing Children First by developing its own service 

specific ‘Guidelines on Risk Management & 

Child Protection in the Context of Counselling/

Therapy’ (NCS 2007). These guidelines are link 

the issue of child protection with the mission, 

aims and objectives of the National Counselling 

Service.2

By considering risk management and child 

protection together the NCS highlighted the 

struggle inherent in finding the proper balance 

between the rights and needs of the child and 

the risk and sense of betrayal the adult access-

ing a service for his or her own healing might 

experience.

Previous experience at Laragh3 Counselling 

Service  had shown us that limiting the service to 

those who were able to subscribe to a mandatory 

reporting procedure prior to attending was very 

restrictive4. In June 1996, following legal advice to 

the then Eastern Health Board, the staff in Laragh 

contacted potential clients by phone to establish 

their willingness to report. As can be seen in the 

table below, within nine months referrals to the 

service was down to 30% of their original level. 
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An analysis of the client profile for the 

period from June 1996-June 1997 showed that 

the percentage of clients attending the service 

who reported intra-familial abuse was just 25%, 

compared to a previous level of more than 60%. 

Of these, 40% had already reported the abuse, 

and another 20% reported that the alleged per-

petrator was deceased. This compares with 20% 

and 6% respectively in the client group which 

reported extra-familial abuse. 

Since this time,  thanks to survivors of cleri-

cal and institutional abuse speaking out about 

their experiences the issue of child abuse is 

much more in the public awareness, Both the 

Ryan and the Murphy Reports have identified 

the failure of the authorities to act. 

The long standing debate about the harm to 

the therapeutic relationship by mandated report-

ing has also been rebalanced by the empirical 

data of Watson and Levine (1989) who state:

”We have some evidence that reporting 

abuse is not always detrimental to the goals of 

therapy and under some circumstance may even 

be helpful. This information alone is useful for 

mental health agencies that have to deal with 

the problem of abuse on a regular basis. Thera-

pists may fulfil their mandated duty to report 

suspected abuse more easily with the reassur-

ance of empirical evidence that reporting is not 

necessarily incompatible with their therapeutic 

objectives.” (p.255)

In the last few years it has become much eas-

ier to introduce the subject of reporting concerns 

about abuse to clients when they first come to 

the service. Most notifications of extra-familial, 

clerical and institutional abuse now happen 

routinely or have already been dealt with. This, 

of course, does not preclude other child protec-

tion issues from arising in the course of therapy. 

In the case of more complex abuse experiences, 

especially in the familial context, difficulties can 

still arise in that respect. Overriding anxieties 

often impede the standard initial assessment, 

and the exploration of possible risks requires a 

gradual approach often throughout the course of 

therapy. 

   

Negotiations at the initial stage: 

When a client is accepted for an initial 

appointment, begins a therapy contract or 

is accepted for group work, we engage in a 

relationship which places the duty of care on 

us as professional health care workers. Our 

first responsibility within this context is in ac-

cordance with the Hippocratic Oath, that we 

strive to “Do no Harm”. Yet, the best possible 

service to the client (standard of care) might well 

imply some minor setbacks in the beginning (in 

therapy, things often get worse before they get 

better) or pose major risks to the client’s familiar 

and therefore perceived safe way of operating. 

The first deserves anticipatory reassurance, the 

latter a full explanation of the nature of our work 

prior to inviting the client to fully engage with 

the service. Clients often have an innate sense 

of this which they might refer to by “not being 

ready yet”. 

As this does not negate our responsibility 

for the welfare of the client and the extended 

responsibility to those in contact with the client 

(especially children), we have to find different 

ways to ensure some continuity of care as illus-

trated by the case vignette below..

Vignette 1:  

Following release from prison after serving a 

reduced sentence for drug offences, a woman, 

referred by social services, attends her initial 

appointment. Asked what she is looking for in 

counselling, she states quite freely “to get the 

social worker off my back”. She continues to say 

that “I know I ignore my kids because I can’t 

bear them near me, I am afraid I will hurt them, 

hit them the way my mother hit me. If I look at 

that now, it will drive me crazy … but I need her, 

she minds them for me… and I now have to live 

with her again.” Later on in the interview she 

states: “I know what I have to do, but I can’t do 
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it, and I don’t want you to force me to look at 

this now, I am not ready ….”. 

We come to the conclusion that we need a 

joint meeting with the social worker. At this, we 

agree some preliminary steps to increase the 

woman’s independence and a closer surveillance 

of the care arrangement with the grandmother. 

A few weeks later, the woman phones the ser-

vice and wants to put her name on the waiting 

list, saying: “I might be ready then.”

Referring back to the concept of the impaired 

self-capacities, we can see how this woman 

saw her identity threatened when what she 

considered protective ignoring of her children 

was translated into the professional language of 

neglect. Responding to her right for self-determi-

nation freed her to accept that the children were 

in need of a higher level of care than she could 

provide at present and gave the professionals 

the opportunity to execute their duty of care by 

opening avenues to develop her independence 

(thus increasing her sense of identity) and by 

acting positively on their extended responsibility 

towards her children. 

Accessing the service is an anxiety-ridden 

event for many clients. How often have you 

heard: “it took me years to make that phone 

call”? 

Vignette 2

Laragh Counselling Service: the door bell 

rings. The secretary, not expecting a client for 

the next half hour, opens the door. A young 

man, without saying a word, thrusts a piece of 

paper into her hand. It is the letter for his first 

appointment. The secretary explains that she 

will inform the therapist that he has arrived and 

invites him into the waiting room. The man, with 

glassy eyes, looks through, rather than at the 

secretary, gives a short nod and takes a seat. 

Minutes later the door is heard again, the client 

is gone. When the therapist comes to collect the 

client, she checks outside and sees him hover-

ing on his knees in the little corner besides the 

building. As she calls out to him, he jolts up and 

with a bewildered expression on his face follows 

her into the therapy room.

In this example, we can see how the client 

overstretched his ability to distract/soothe  him-

self (Briere’s 3rd self-capacity) to compensate 

for not being able to tolerate the negative affect 

associated with his childhood abuse. As he tried 

to face the abuse, the affect regulation broke 

down and, in this situation, it becomes impos-

sible to conduct the standard initial assessment. 

The therapist is conscious that the client might 

not be able to process the information she tries 

to give about the service (Rothschild 2000). Most 

of the time is spent on counteracting the fear 

the client is experiencing and initially express-

ing physically (shaking, sweating etc.). Often 

a detailed exploration of the direct or implied 

threats on disclosing the abuse helps the client 

to verbalise the fear and re-evaluate it as the 

appropriate response of a child to the life-threat-

ening situation. Then the grounding by the here-

and-now technique can take effect. Acknowledg-

ing the courage it took to get to the appointment 

also helps to alleviate the arousal levels, which 

is usually just sufficient to get an agreement to 

schedule a follow-up appointment. To discuss 

safety for the client becomes paramount,.Child 

protection issues have to wait until the arousal 

levels allow the client to make a decision based 

on informed consent.

Vignette 3

In the above case, a further appointment was 

scheduled and the young man explained that he 

was shocked at the strength of his reaction to the 

prospect of speaking. He reported that he other-

wise was coping well as long as he “pushed this 

aside”. As he appeared much calmer the second 

time, the usual assessment was carried out and 

the service policies on child protection were 

explained. The client signalled his agreement but 
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did not want to give the name of the perpetrator 

until he was in therapy. 

This time, the session was followed by an 

irate phone call to the service. The young man 

stated that he will never report the abuse. He 

said “this man is not in my life any more. I was 

doing well but since this session I can’t think 

of anything else. I don’t care if there any other 

children in danger. Nobody gave a damn about 

me either.” He did not want to have anything 

more to do with the service. When asked if he 

will accept a phone call in a couple of days, he 

reluctantly agreed. When he was contacted, he 

was positively surprised and explained that he 

had hardly been sleeping since the last conversa-

tion and had been swamped by nightmares and 

flashbacks. He welcomed another appointment 

and, given his young age, the rapid deteriora-

tion since the first appointment and the current 

risk elements (the alleged perpetrator was a 

sports coach in daily contact with children), he 

was offered counselling with the first available 

therapist and during this contract, after trying to 

challenge the sports coach directly, decided to 

make a statement to the Gardai.

The “perfect” therapist might have spotted 

that the calmness in the second appointment 

was based on a “strengthening of the defences 

when challenged without sufficient ground-

ing in the therapeutic relationship” (Naranjo 

1974) and might have been able to prevent the 

angry phone call and the breakdown of the thus 

overstretched defences. An oversight like this is 

understandable but risky and can easily occur 

when the service agenda (“cover all elements 

of the initial assessment”) overrides clinical 

vigilance. In this case, it was fortuitous that the 

client had the resolve to contact the service with 

his grievance and that a constructive way back 

into the service could be found. The client saw 

the foundation for his ability to resolve conflicts 

head-on in his sporting activity and realised that 

his ambivalence towards reporting was based on 

what his sport meant to him as he did not want 

to bring his sport into discredit. He also ex-

plained that the service’s willingness to tolerate 

his angry outburst was an unfamiliar experience 

for him and the follow-up phone call meant that 

somebody “did give a damn”, and therefore 

allowed him to reconsider other children who 

might possibly be at risk. 

Holding the service agenda – i.e. its commit-

ment to child protection – requires a full set of 

negotiation skills in which we acknowledge our 

vested interest and ‘trade’ things like place on 

the waiting list, additional appointments, loosen-

ing of boundaries (as in joint session with other 

professionals) for it. When we can base our com-

mitment also on the conviction that standing up 

to the perpetrator is in principle good for the cli-

ent and facing up to responsibility is in principle 

good for the perpetrator, then child protection 

measures get rooted in the concept of duty of 

care and the question moves from if, to how and 

when we can most constructively intervene.

Adopting a child protection approach during the 

course of therapy

As child protection issues are checked in 

the initial appointment session, the client often 

gives a preliminary consent for these issues to 

be acted upon once therapy commences. What 

initially appears as a small risk (no contact with 

children) or inaccessible (no knowledge of the 

whereabouts of the alleged perpetrator, loss of 

contact with the family) can re-emerge differently 

once the trust in the therapeutic relationship is 

established. 

Vignette 4

A woman in her early forties attended the ini-

tial assessment in a different NCS service then, 

supposedly for travel convenience, transfers 

to the Dublin-based Laragh service. The initial 

assessment form specifies CSA by father, no 

current risks identified. A place on the regular 

waiting list was  recommended, information was 
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provided re contact details of social work depart-

ment should the client wish to proceed reporting 

prior to therapy contract. Closer exploration on 

negotiating the therapy contract identifies her 

need for anonymity is the main motivator for 

her seeking a change in location. Her family of 

origin is well known in the rural area where she 

lives and the prevailing family ethos is one of 

protecting the family name. The client is ini-

tially  reluctant to engage in any conversation 

about current risk. It emerges that the client had 

confronted her father at a much earlier stage. As 

he had acknowledged the abuse and apologised 

for it at that stage, the client was convinced that 

he was not posing a risk now. At the same time, 

she was somewhat disappointed that he never 

mentioned it again but felt unable to rediscuss 

it, as he has since provided some badly needed 

financial assistance to her family.

The referral was initiated by the client’s GP 

whom the client had confided in without naming 

the perpetrator. The GP identified that her latest 

bout of depression was linked to the fact that 

her eldest daughter was reaching the age the 

client’s CSA commenced. 

Table I overleaf outlines core statements by 

the client and a summary of the themes in thera-

py give a flavour of the process which eventually 

led to the child protection notification:

While every case is different, this example 

helps to identify recognisable steps which facili-

tate the move towards notification:

linking current anxiety to past experience (in •	

this case about the eldest child’s safety)

breaking the silence surrounding the abuse •	

(talking to the sisters)

grieving the loss of childhood•	

giving voice and substance to the rescue •	

fantasy

re-evaluating the relationship with the •	

perpetrator 

These steps have long been identified as sub-

stantial stepping stones in therapy, but they also 

help to confront the past in a real and practical 

way.

The following case example indicates a less 

satisfactory outcome:

Vignette 5

A man in his mid-thirties, was referred for 

counselling by by one of the survivor support 

organisations when he was homeless. The man 

attends his therapy sessions in an unpredictable 

manner. Sometimes he manages to attend every 

week for up to 10 sessions in a row, seems to 

work steadily on issues of self-care and safety, 

then he suddenly disappears without a trace, 

only to reappear a few months later, renegotiat-

ing his way into the service for another therapy 

contract. The client maintains that there is no 

particular reason for his disappearances. He 

often feels like “packing everything and go”. This 

is in line with his making and breaking contact 

with his family of origin and with his leaving 

hostels, B&Bs, sheltered accommodation etc. 

After the fourth re-referral, the therapist sug-

gests it would be useful to review case notes 

from all the “last sessions before drop-out”. The 

client appears quite curious about this. He turns 

pale when he realises that the break in therapy 

occurs every time folllowing a session in which 

he mentions his sisters. He asks to leave the 

session early and is not seen for another three 

weeks.

This was the beginning of a long and labori-

ous process. In the next sessions, he hardly 

spoke at all. The few recurring words were 

lonely, empty, isolated. When invited to think 

who is close, who is important to him, the client 

couldn’t think of anybody but his sisters. This, he 

said, he couldn’t understand as he hardly knew 

them, they were much younger than him and 

looked different every time he saw them when 

he came home on the short breaks from the 

institution after he had absconded. 
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The prevailing sense during this phase was 

that this topic is extremely important and has 

to stay on the agenda but the therapy sessions 

became slow and sluggish. The therapist tried 

to bring the focus back to his sisters but the cli-

ent, because he knew he broke off before when 

he spoke of them, forced himself to stay. After 

a few sessions, both became frustrated and in 

the end the therapist suggested to the client 

that he not force himself any more and that he 

try to work on other things or give himself a 

planned break. At first the client reacted to this 

as a rejection but then the dam seemed to break: 

the client explained that he needed to talk about 

his sisters “because of what he did to them”. 

Another break in contact followed during which 

the therapist reached out via letters and phone 

calls and finally via the survivor group. The client 

Client statement Main themes of therapy

“He is too old now, none of us will leave the 
kids with him.”

Therapist introducing possibility of current risk 
to others

“It must have been me….” Therapist endorsing parent is the responsible 
adult, pattern of CSA events explored 

“I look at my children, and that’s what I see ….” Client identifies that father could not bear 
to see children happy, and that she never 
experienced herself as carefree and playful as 
she sees her children now – grieves her loss of 
childhood 

“I made sure my sisters were safe” Therapist encourages to check the assumption, 
client starts to share with siblings

“Me and my sisters, we were only small…and 
he took us one by one”

Client accepts that reality of other victims, and 
the premeditated, calculated and repetitive 
nature of the abuse indicates high risk

“Somebody should have known” Client realises that her unhappiness was visible 
(e.g. in school, in the wider family), regrets that 
nobody intervened on her behalf

“He knows I know, he knows I watch” Client identifies repetitive risk situations for 
her father (contact with children), and lets him 
know of her vigilance 

“I gave him a chance but he does not even look 
at me”

Client re-evaluates father’s response following 
her confrontation, tries to talk to him again

“The only way he might get help…..” Client attends appointment with duty social 
worker accompanied by the therapist

Table I Summary of client statements and therapy themes.
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returned but maintained he had no recollection 

of the previous session. This pattern recurred 

with some more concrete disclosures regarding 

his actual past offending behaviour, followed 

by retraction whenever some hint of obsessive 

sexual thinking and stalking behaviour became 

apparent. In the meantime, some disturbing 

questions arose from the staff at the sheltered 

accommodation where he was living regard-

ing the client’s inappropriate comments and 

behaviour. 

The client was told about the concerns and 

was motivated to take them on board. This en-

abled discussion regarding risk towards others 

including children.The client finally accepted 

a referral to the Granada Institute a service for 

adults who have perpetrated sexual abuse, 

however he did not attend any of the offered ap-

pointments. A bit frustrated with his own waver-

ing, he suggested himself to invite one of his sis-

ters to a session as she “must know what I have 

done to her”. Unfortunately, his sister declined 

and, shortly after this the client received his 

award from the Residential Institutions Redress 

Board and moved out of the country. 

Vignette 6

A middle-aged man who was a long-term 

patient of the community mental health team 

had received intensive individual psychotherapy 

for a number of years prior to being referred 

to Laragh to avail of a group treatment pro-

gramme. In the group, he speaks mainly about 

his  abuse at the hands of clerics which had 

been reported and prosecuted successfully. He 

also hints occasionally at familial sexual abuse 

by his brother, but states that he had not been 

in contact with the family for years and that he 

believes his brother to be abroad (“in the West 

Indies or somewhere”). In the beginning, his 

angry presence is more tolerated than embraced 

in the group, but gradually, as he begins to 

speak about his childhood, he finds a different 

place there, and eventually opens up about his 

fantasies of taking out his revenge for what 

happened to him on his brother’s children. One 

day he announces that his brother is back in the 

country.

This scenario raised a series of challenges 

to the service. The informal contract that was in 

place the client at the time did not address is-

sues of reporting as he had attended group only 

a comprehensive initial assessment which is car-

ried out routinely for individual therapy was not 

available. As child protection concerns seemed 

to have been fully addressed prior to attending 

at Laragh these were only touched upon as a 

matter of routine. The client had spoken about 

his fantasies in the perceived safety of the confi-

dentiality of the group and the potential targets 

were at that time inaccessible. Now all of us, 

and in particular the client himself, had to face 

the fear that he might act on these fantasies. 

The group managed to remind him that his 

rage was more appropriately directed towards 

his brother, not the brother’s children. He then 

proactively sought to have a meeting with his  

brother in my presence (as one of the group 

therapists). 

My immediate response was a whole range 

of fears, about how the meeting would go and 

including a fear for my physical safety in the 

presence of possibly two strong and angry men 

one of whom had been violent in the past. At 

the same time I was glad that the focus had 

shifted onto the older brother and, in a prelimi-

nary meeting with the client, we put a number 

of safety measures in place to facilitate the 

meeting including involving a third brother who 

was good at keeping discussions in the family 

calm. I also informed other colleagues in the 

building as well as the mental health services. 

In the meeting, the client put an ultimatum to 

his brother that if he did not report himself to 

the guards he would do so within a month. The 

third brother confirmed that he believed the cli-

ent and he contributed to keeping matters calm 
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and overall acted as a witness for both brothers. 

Later, I was informed by the Gardai that, in the 

end, the client reported his brother. My under-

standing of this case in retrospect is that the cli-

ent did not know how else to “come clean” and 

needed help to re-channel his anger towards his 

brother and confront him.

This case highlights how children can be seen 

as a  “safer” targets for someone’s underlying 

rage: For the client discussed above visualising 

tackling his brother would probably have elicited 

memories of being defeated as a child when 

abuse occurred and this client may have felt 

comforted by imagining that his brother could 

be hurt in the way he himself was as a child were 

he to harm his brother’s children. This case gives 

some understanding perhaps of the process of 

gradual development from victim to perpetra-

tor, in the end bypassing the originally intended 

target of the source of severe intimidation and 

therefore justified anger (Rich 2006). 

This fear can also be at the root of seemingly 

inexplicable behaviour towards a client’s own 

children as already outlined in the 1st vignette. A 

similar situation which arose during the course 

of therapy is given in this last vignette:

 

Vignette 7.

A woman in her late twenties, who is attend-

ing her eighth therapy session, is overjoyed. 

She reports that after having attended all of her 

scheduled access visits with her six-month-old 

baby boy, who was placed in foster care at the 

age of eight weeks, there are now plans for 

him to come home to her. The therapist con-

gratulates her, and links this achievement with 

the work done in therapy. The client agrees but 

within minutes becomes dejected. They review 

how the baby got into care in the first place: the 

public health nurse had realised the baby did 

not get changed regularly and the client, without 

much fight, had agreed to a voluntary care order 

as she felt she could not cope with caring for her 

baby. As a reason she had cited being plagued 

by flashbacks of child sexual abuse hence the 

referral to Laragh. The access visits had gone 

well, the client spoke longingly and warmly of 

her baby and there was no reason to doubt that 

the woman had the necessary skills to look after 

him. And yet she seemed afraid at the prospect.

The therapist, listening to the client who does 

not seem to understand her own fear, picks up 

on her “sometimes I think I go crazy”. She asks 

about “when” and “how”, and the client speaks 

about sometimes feeling as if the abuse was 

happening just now. The therapist, who had 

explained this as a typical symptom of PTSD 

previously, this time refrains from reassuring 

and asks for further details. The client hesitates, 

then, shaking and in tears, describes that when 

she was on her own with the baby (prior to him 

being taken into care), on opening his nappies 

and looking at his penis, she felt incredibly 

small, became dizzy and was near to fainting. 

She says “it was like a wave crashing in on me” 

and that she felt incapable of doing anything. 

She explains that this is why she had stopped 

changing him, and also admits that she has so 

far avoided changing his nappy as much as pos-

sible. Even so she can do it now when some-

body else is present.

The experiences of this woman can best 

be understood as the onset of  a dissociative 

response triggered by her baby’s nakedness, 

and probably, when she was alone with him  

at home, led to the flashbacks mentioned at 

the referral stage. These episodes have a very 

frightening quality and without the interven-

tion of the social services would have seriously 

impeded the repair of a what was beginning to 

deveop ito an attachment disorder (indicated by 

the client’s quick surrender to give up on caring 

for her baby). In the presence of others, the 

client had no difficulty bonding with her baby, 

and was keen on having him home again. Based 

on their therapeutic work together, however, 

the client was able first share her joy and than 
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express her – as it materialised - warranted un-

easiness. As the (premature) return of the baby 

was imminent and the main theme of this eighth 

therapy session, the therapist deliberately did 

not venture to uncover the underlying traumatic 

event and focused the client on grounding 

herself in the reality of the therapeutic situation. 

In the immediacy of the emotional release, the 

client was suddenly very clear that she needed 

to overcome this dissociative response before 

it was safe for the baby to come home. Having 

asked for the return of the baby so often before, 

the client was somewhat afraid to speak to her 

social worker about this. The therapist, in an 

attempt to hand back the responsibility to the 

client, agreed to accept a phone call from the 

social worker once the client had approached  

the subject with him. In this phone consultation, 

the therapist suggested to practice the nappy 

change in a stepped approach, first with verbal 

commentary by the access worker, than in his 

silent presence, and then on her own but know-

ing that the access worker will be available in 

an adjacent room if called upon. The therapeutic 

work continued for another 12 months.

Summary and conclusion

Having illustrated how child protection issues 

emerge in the therapeutic work with adult survi-

vors of child abuse in different contexts, I have 

placed this example last because it shows how 

naming and working through child abuse issues 

can increase parenting capacity. 

In my view addressing current difficulties and 

overcoming symptoms of depression, anxiety, 

fear of abandonment, marked low self-esteem 

and low confidence, which are the hallmark of 

the aftermath of child abuse, is the main avenue 

to maximise the preventative potential of our 

therapeutic interventions with adults who have 

experienced abuse in their childhood. The resolu-

tion of these issues will impact positively on 

their investment in rearing their own children, on 

their emotional availability to their children and 

on their ability to set firm boundaries and offer 

protection. Hopefully this will, in the future, make 

the more risk-oriented child protection interven-

tions as outlined above, less of a necessity. 
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Explanatory Notes

1 “The legislative basis for dealing with children in need of 
care and protection is provided by the Child Care Act, 1991. 
The promotion of the welfare of children is the paramount 
principle underpinning the Act. Section 3, which is the 
cornerstone of the Act, outlines the functions of health 
boards as follows: 
“3.-(1) It shall be a function of every health board to 
promote the welfare of children in its area who are not 
receiving adequate care and protection. 
(2) In the performance of this function, a health board shall 
- 
(a) take such steps as it considers requisite to identify 
children who are not receiving adequate care and 
protection and co-ordinate information from all relevant 
sources relating to children in its area;” (Children First, 
1999, p19)

2 “The NCS exists to listen to, value and understand those 
who have been abused in childhood, in particular those 
abused in institutional care. The National Counselling 
Service aims to assist clients to live more satisfying lives 
and, in learning from their experiences, strives to prevent 
further abuse in Ireland.”

3 Laragh Counselling predated the establishment of the 
National Counselling Service. It offered counselling in 
the then Eastern Health Board Area, to adults who had 
experienced sexual abuse

4 For a comprehensive overview of the issue of mandatory 
reporting of CSA in the Irish context see Deirdre O’Shea et 
al. 2001
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Abstract

In this article some of the key issues raised 

for therapists and their clients by disclosure or-

ders are outlined and discussed in light of differ-

ences between Irish and international legislation 

and practice regarding third party disclosure 

orders. The current position of the Irish legal sys-

tem in relation to third party disclosures means 

that Irish practice is now at variance with most 

common law jurisdictions including Canada, 

Australia, England, Wales and Northern Ireland. 

These jurisdictions have all considered how to 

balance the necessity of protecting the rights of 

witnesses to confidentiality of their medical and 

counselling records whilst also considering the 

rights of the accused to a fair trial. Mechanisms 

used to address these at times conflicting rights 

are outlined. Finally the implications of disclo-

sure orders for the NCS are considered.

  

Introduction

In recent years there have been an increas-

ing number of requests and/or court orders for 

release of counselling records to the courts in 

criminal and civil cases, relating to childhood 

sexual abuse. Only a small number of clients at-

tending the National Counselling Service choose 

to engage in the legal process in relation to their 

childhood experiences. Counsellor/Therapists, 

working in the service, face new difficulties and 

dilemmas in relation to legal demands for the 

release of records. Confidentiality is a core prin-

ciple of the therapeutic relationship. There has 

been a longstanding acceptance of the concept 

of limited confidentiality in relation to safety 

of the client and others but legal requirements 

are bringing new dilemmas for therapists and 

stresses for clients.

 I have been interested in disclosure issues 

for a number of years, as I have had to release 

records under court order on a number of oc-

casions and have also had to attend court and 

give evidence with respect to these counselling 

records. In this article I wish to outline some 

of the key issues raised for therapists and their 

clients by disclosure orders. I will also discuss 

some of my findings, having reviewed the differ-

ences between Irish and international legislation 
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“Neither the client nor the therapist are 
parties in the proceedings and do not have 

a right to make representation at the trial”

and practice regarding third party disclosure 

orders. The current position of the Irish legal sys-

tem in relation to third party disclosures means 

that Irish practice is now at variance with most 

common law jurisdictions. These jurisdictions 

include Canada, Australia, England, Wales and 

Northern Ireland, which have all considered the 

issue of medical and therapy records and the 

necessity to protect the rights witnesses to the 

confidentiality of these records while balancing 

the right of the accused to a fair trial. 

Orders Of Disclosure

It is apparent that it is increasingly becom-

ing part of legal practice in sexual assault cases 

to seek access to the complainant’s therapeutic 

and/or medical records. This information is 

sought in a variety of ways. Sometimes the 

gardai are asked by the DPP to seek the com-

plainant‘s (our client) consent to release of these 

records at an early stage of the investigative 

process. The client may or may not inform the 

Counsellor/Therapist that he/she has given this 

consent. The garda seeking the consent may or 

may not fully explain to our client that both the 

prosecution and the defence will have access to 

their files. A number of clients have, at a later 

stage in the process, expressed shock that the 

defence have access to their personal material. 

This confusion raises questions about informed 

consent.

The next stage in the disclosure process is 

when the Counsellor/Therapist receives a re-

quest to release the notes from the gardai, DPP 

or the defence solicitors. The request is usually 

in writing and accompanied by the consent form. 

It has become part of our practice in the North-

West Regional Counselling Service to make 

contact with the client on written receipt of the 

request. The client may be a current or former 

client of the service. The person is advised of the 

request and their understanding of it is checked 

out. They are then invited to read through their 

file prior to the notes being released. If a client 

advises us prior to signing a consent form that 

they intend to do so, they are invited to read 

their file before signing. We also advise the so-

licitor acting for the Health Service Executive, in 

our area, of any requests for release of notes.

On occasions clients have become distressed 

reading their file because they are reminded 

of their level of distress at the commencement 

of therapy or because they realise that there is 

material in the file, which they would have pre-

ferred not to be released. These issues then have 

to be addressed within the therapy.

To date one client has refused consent to the 

release of personal information, only agreeing 

to the release of notes in relation to the sexual 

assaults, which were before the court and 

other sexual assaults experienced in childhood. 

The solicitor acting for the HSE sought a legal 

opinion regarding the obligations imposed on 

the HSE by a criminal court in relation to making 

available documentation of possible relevance 

to a criminal trial in circumstances where HSE 

employees have provided counselling services 

to people who have made complaints of sexual 
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assault against another person who then faces 

trial. The legal opinion given outlined the lack of 

any comprehensive statute in Irish Law to deal 

with third party material. The obligation on the 

prosecution to furnish all material, upon which 

it proposes to rely, to the accused was reiter-

ated as was the obligation on the prosecution to 

ensure a just and fair trial. The issue of whether 

counselling notes enjoy legal privilege was also 

addressed, with reference to previous Irish court 

rulings. The view was that counsellors do not 

have any immunity from disclosure in a criminal 

trial. It was also acknowledged that there could 

be difficulties in raising these issues in court as 

criminal trials are only concerned with the pros-

ecution and defence. Neither the client nor the 

therapist have “locus standi” in the court, mean-

ing that they are not parties in the proceedings 

and do not have a right to make representation 

at the trial.

When counselling records are released to 

third parties, either as a result of the client’s 

voluntary consent or because of a court or-

der, a process has been developed around the 

release of the notes. All the pages of handwrit-

ten counselling notes are numbered prior to 

making photocopies of the records. This makes 

for easier referencing to specific entries during 

giving of evidence. It also helps ensure notes do 

not get mislaid or mixed up. It is usual for three 

copies to be requested – a copy each for the gar-

dai, the prosecution and the defence. With the 

assistance of the HSE solicitor, a standard letter 

has been developed requesting that the notes 

be treated in confidence, that they not be copied 

other than to counsel employed in the case, that 

the contents are not disclosed to anyone other 

than as strictly necessary for the purpose of the 

defence of their client, and that all copy notes 

be returned at the end of the trial. This is sent 

to each party who will be receiving copies of 

the records to sign prior to releasing the notes. 

When their signed agreement is received back 

contact is made with the investigating garda 

to invite them to collect the photocopies of the 

counselling records from the office.

Even with these provisos in place, there 

can still be abuses of confidentiality. One client 

reported that her notes were made available to 

relatives of the defendant and to other witness-

es in the trial. She became aware of this when 

these parties quoted details of her counselling 

notes to her.

Witness orders

In recent years a number of Counsellor/ 

Therapists have been served with witness 

orders in relation to criminal cases in which 

their client is the complainant. These are being 

served even when the notes have been volun-

tarily released to the respective legal teams. To 

date the witness orders are usually sought by 

the defence team. The defence then decide, in 

the course of the trial, whether to call the named 

Counsellor/Therapist to give evidence in relation 

to the counselling records. The witness can then 

be cross-examined by the prosecution counsel. 

When served with a witness order the Counsel-

lor/Therapist is legally bound to attend court. 

While being subpoenaed to court and giving 

evidence are potentially stressful experiences 

for the counsellor it is important to have an 

opportunity to clarify matters about the notes, 

which the defence may be attempting to distort 

or misrepresent. 

The client, who is the prosecution’s main wit-

ness, can experience the giving of evidence by a 

therapist as both helpful and extremely stressful. 

Clients have told me that it was helpful in that 

there could be clarification about information 

in the notes. However they also spoke of the 

distress they experienced in having their private 

material in a public domain, particularly in the 

presence of their alleged perpetrator.

Giving evidence

Judges in different jurisdictions worldwide 

have expressed concerns about the legal is-
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sues arising in cases of alleged sexual abuse of 

children, particularly because of the time delay 

associated with such cases. Such a time delay 

would not normally be permitted in criminal 

or civil cases. Judge Adrian Hardiman of the 

Supreme Court has addressed the issue on a 

number of occasions. In J.L.-v-DPP 6th July 2000 

he stated:

“I have discussed the psychological evi-

dence in this case at some little length for 

three reasons. Firstly, I think it expresses 

a view as to the excusability of delay or 

lapse of time in these cases which has 

not been expressly argued or pronounced 

upon by the courts and which may re-

quire further attention. Secondly, in order 

to emphasise the need for provision of 

a comprehensive factual history of the 

circumstances allegedly leading to disclo-

sure. In practice, it appears to me that this 

will often require that at least part of the 

evidence be that of a counsellor or other 

person to whom, it is said, the disclosure 

was first made, and the details of the 

content of the initial disclosure. Without 

this it seems to me that the psychological 

evidence will often be at an unacceptable 

theoretical level. And thirdly to indicate 

the controversies which surround theories 

of repression and blocking out in the hope 

that theses, if thought to be relevant by 

the advisers to any party, may be further 

explored in a suitable case.”

In March 2006, Judge Hardiman stated that 

the decision to allow the trials of very old cases 

carried with it a positive duty to take steps to en-

sure a fair trial. He suggested that lapse of time 

undermined memory and often made it difficult 

to challenge the complainant’s account in any 

detailed way or to find evidence to contradict 

them. He advocated allowing full disclosure of 

all material to the defence in these cases.

Counsellor/Therapists in the NCS need to 

work in the knowledge that they may be called 

to give evidence in court cases involving their 

clients. The counsellor may be aware of a pend-

ing court case from the time of initial contact 

with the client or the client’s decision to make 

a complaint may arise in the course of therapy. 

When a complaint is made during therapy the 

courts are likely to be concerned about possible 

contamination of evidence and how the client 

recollected the abuse. The courts are concerned 

about any inconsistencies in the story, view-

ing this as evidence of the unreliability of the 

allegations rather than recognising the effects of 

trauma on recall. There appears to be little rec-

ognition that the records will have been made 

from a therapeutic perspective, which may not 

distinguish facts from subjective experiences. 

There are several issues for counsellor/thera-•	

pists to consider should they be called to the 

witness stand:

Having taken the oath, the Counsellor /•	

Therapist is likely to first be asked about their 

professional qualifications, their role and 

function, and their therapeutic approach. 

There may be questions about how notes are •	

taken and whether they are contemporaneous. 

It is likely that questions will be asked about •	

how the client came into contact with the 

service. 

Detailed questions about the client’s descrip-•	

tion of the abuse with particular focus on 

any areas where the client was unclear or 

confused or inconsistent

The therapist may come under pressure 

under cross-examination to provide evidence 

that will undermine the client, to show incon-

sistencies between what the client has said to 

the gardai and the counsellor and/or to estab-

lish that the counsellor has coached the client 

thereby contaminating the evidence or influenc-

ing the client into inventing the allegation. Such 
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a process obviously has effects on the ongoing 

therapeutic relationship. In the most difficult 

scenarios it can result in the breakdown of the 

therapeutic relationship as the client may as-

sociate the therapist with the acquittal of the 

accused. 

International practice regarding 

disclosure orders

In the last 10-15 years the relevance of 

counselling records in sexual assault cases has 

been questioned in various jurisdictions around 

the world and also at the International Criminal 

Tribunals investigating war crimes in the former 

Yugoslavia, and in Rwanda. There is a wide body 

of academic literature available on issues in rela-

tion to the prosecution of sexual assault cases, 

the strategies employed by defence counsel and 

the discriminatory presumptions made about 

sexual assault and child sexual abuse victims.

I think it is valid and relevant to look at the in-

ternational position as Ireland shares a common 

law tradition with England and Wales. Northern 

Ireland, Scotland, Canada and Australia. Judicial 

rulings in many areas of the law refer to relevant 

rulings made in these other jurisdictions. While 

there are significant differences between the 

various common law jurisdictions their substan-

tive laws, law on evidence and procedural law 

are very similar. One of the major differences be-

tween the Irish legal system and other common 

law jurisdictions is the strong influence of Irish 

constitutional jurisprudence. However there are 

close parallels between the Irish prosecution 

system and the system in Northern Ireland, and 

to a lesser degree with the systems in England 

and Wales, Canada and Australia.

Irish position

Articles 40.3.1 and 40.3.2 of the Constitution 

of Ireland form the bedrock of Irish legislation. 

Article 40.3.1 requires the State to guarantee in 

law respect for the personal rights of the citizen. 

Article 40.3.2 requires the State to protect and 

vindicate the life, person and good name of 

every citizen. The constitutional right of the 

accused to justice is at the core of the criminal 

justice system. 

In 2003 Ireland enacted the European Con-

vention on Human Right’s Act. The Act requires 

that all organs of the State shall, subject to any 

statutory provisions or any rule of law, perform 

their functions in a manner compatible with 

the State’s obligations under the Convention 

and that courts shall interpret Irish laws, as far 

as possible, in a manner consistent with the 

Convention.

 Article 8 of the European Convention on Hu-

man Rights states:  

Everyone has the right to respect for his 

private and family life, his home and his 

correspondence.

There shall be no interference by a public 

authority with the exercise of this right ex-

cept such as is in accordance with the law 

and is necessary in a democratic society 

in the interests of national security, public 

safety or the economic well-being of the 

country, for the prevention of disorder or 

crime for the protection of health or mor-

als, or for the protection of the rights and 

freedoms of others.”

It would appear that the Irish legal system is 

currently guarding the constitutional rights of 

the accused to justice without reference to the 

rights of the witness to equality, privacy and 

security of the person. It can be argued that a 

fair trial means not only fair treatment of the 

defendant, but also the prosecution and wit-

nesses. At present witnesses do not have the op-
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portunity to have counsel represent their rights 

and interests in maintaining the confidentiality 

of information to which they will be subject to 

cross examination. Consideration is not given 

to the harm to victims which can result from 

the disclosure of personal records and in the 

cross-examination of witnesses in respect to 

these records nor is their any recognition of the 

need to protect the relationship between trauma 

victims and their counsellors. 

Northern Ireland

Issues in relation to disclosure orders on 

third party documents have been argued in the 

Northern Ireland courts on a number of occa-

sions in the last decade. It is evident from read-

ing Crown Court judgements such as The Queen 

v Hewitt and Anderson (2002) and The Queen 

versus Hume and Hume (2005) that both the 

legislature and the courts in England and North-

ern Ireland have been addressing issues of third 

party disclosure and complainant’s rights for a 

considerable time. It is also apparent that The 

Human Right’s Act NI (1998) and the European 

Convention for Human Rights impose require-

ments on the Northern Ireland courts.

In determining what if any material 

should be disclosed to the defence the 

court must balance the parties’ respective 

rights under the European Convention for 

Human Rights. The defendant’s right to a 

fair trial under Article 6 and the complain-

ants’ right to respect for their private and 

family lives under Article 8

(McCollum LJ Queen v Hewitt & Anderson 2002)

In The Queen v Hewitt and Anderson (2002) 

the defendants faced a number of charges in 

relation to offences allegedly committed in a 

children’s home in Belfast. Their legal advis-

ers were seeking access to medical and social 

service files relating to the complainants. In his 

ruling Lord Justice McCollum stated that in the 

interest of justice any material that throws doubt 

on the veracity of the complainant’s case should 

be available to the defence. Equally material 

that might embarrass the complainant and 

be of value to a cross-examiner, even though 

not relevant to the case, could be regarded as 

confidential and not subject to disclosure. He 

addressed the question of how the decision as 

to what material is to be disclosed should be 

addressed and defined the matters that would 

trigger disclosure of third party material.

There was further clarification of these issues 

in Judge Hart’s ruling on third party disclosure 

orders in The Queen v Hume and Hume (2005). 

In this case applications had been made by both 

defendants for third party disclosure orders 

directed to various individuals and organisa-

tions – doctors, social workers and counsellors 

– seeking disclosure of documents which were 

said may assist the defence. On the matter of 

applications for disclosure Judge Hart stated:

“In cases involving sexual abuse where 

issues of public interest immunity and/

or confidentiality will inevitably have to 

be considered…The proper procedure in 

such cases is for the solicitor on behalf of 

a party seeking such an order to write in 

the first instance to the third party indicat-

ing as precisely as possible the category 

of documents sought….The letter should 

then state that, as it is anticipated that 

questions of public interest immunity and/

or confidentiality may arise, application will 

be made to the Crown Court for an order 

directing the production of documents to 

the court, and not to the solicitor for the de-

fendant and the court will decide whether 

any documents require to be disclosed in 

the light of any representations may be 

made to it. The notice party should also be 

informed that they are entitled to appear 

and make such representations to the court 

whether disclosure should be permitted.”
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 Judge Hart also drew attention to and con-

curred with the Prosecution Counsel submission:

“Individuals are often gravely concerned 

about the fact that their private lives and 

personal records may be exposed to 

others by reasons of applications to the 

court. It gives some comfort to them, that 

in the event that disclosure is made it will 

only be sanctioned by the judge having 

properly exercised judicial consideration 

of the interests of the accused and to the 

interests of the person whose records 

may be disclosed. This is an important 

reassurance and in practice is desired and 

appreciated, by complainants in sexual 

cases. Were it not for this procedure it 

could result in much greater objection by 

individuals to the disclosure of such ma-

terials. It is felt that a professional officer 

within the prosecution service could not 

fulfil this role.”

It is evident from the above outline that, over 

the last ten to fifteen years, through legislative 

changes and judicial rulings, a process for the 

disclosure of documents in the possession of 

third parties has been established in Northern 

Ireland. It is my understanding that the process 

is under regular review.

Most recently further change has been made 

in the disclosure process as a result of  “The 

Staffordshire Ruling” in England. The case of R 

(TB) v Stafford Combined Court Centre (2006) 

concerned a witness summons, which had been 

issued by a defendant in criminal proceedings 

to obtain the medical records of the victim from 

the healthcare trust responsible for her psychi-

atric treatment. The victim was not given notice 

of the application. The judge regarded the notes 

as relevant to credibility and ordered disclosure. 

The Official Solicitor challenged this and the 

judicial review held that the Crown Court had 

acted unlawfully as the victim’s rights under 

Article 8 of the European Convention on Human 

Rights meant she should have been given notice 

of the application and the opportunity to make 

representations before the order was made. This 

ruling has now been incorporated into Criminal 

Procedure Rules meaning that the person whose 

records are being sought has to be advised of 

the application for disclosure of their records 

and given the opportunity to indicate whether 

they want to make representations at a court 

hearing prior to the commencement of the trial. 

If the complainant wishes to make representa-

tion the court has to fix a hearing.

England and Wales

As in Northern Ireland, there have been 

ongoing developments regarding the issue of 

disclosure orders in England and Wales in the 

last fifteen to twenty years. A similar process 

for disclosure and objection to disclosure 

has been established through legislation and 

judicial rulings. Legal argument continues as to 

whether counselling records can be considered 

“material evidence” given that the records are 

often focused on the client’s state of mind and 

feelings rather than facts and details. There is 

also ongoing legal debate about Public Interest 

Immunity - the balancing of the public interest in 

justice against the public interest in facilitating 

victims of abuse to seek counselling to improve 

their well being and their functioning in society 

which could be jeopardised if confidentiality is 

breached.

Canada

In Canada the use of third party records in 

criminal proceedings for sexual assault has 

been regulated by legislation since 1997. This 

legislation was passed in response to the deci-

sion of the Canadian Supreme Court in the 

Bishop O’Connor case, which had allowed for 

extensive disclosure of confidential records. 
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Sections 278.1-278.91 of the Canadian Criminal 

Code set out a comprehensive regime for deal-

ing with confidential records in sexual offence 

cases. The legislation applies to any record 

containing personal information for which there 

is a reasonable expectation of privacy including 

medical, psychiatric, therapeutic, education, em-

ployment, adoption and social service records. 

Disclosure has to take place in accordance with 

the procedure set out in the legislation which 

provides that there must be an application in 

writing to the trial judge only. The application 

has to set out the grounds on which the accused 

thinks the record is relevant to the trial. It has 

to be served on the prosecution, the third party 

in possession of the record, the complainant 

and anyone else to whom the record relates. 

The statute sets out a list of assertions, which 

are insufficient to establish that the record is 

of relevance to the trial. The aim is to rule out 

speculative applications - “fishing expeditions”. 

The legislation sets out a two-stage process. At 

the first stage the issue is whether the document 

should be produced to the judge. A hearing in 

camera takes place at which the owner of the 

document, the complainant and anyone else to 

whom the record relates may make representa-

tions. The judge is required to consider

the salutary and deleterious effects of the 

determination on the accused’s right to 

make a full answer and defence and on 

the right to privacy and equality of the 

complainant or witness and any other 

person to whom the record relates.

(Section 278.5(2) Canadian Criminal Code)

The judge must take a number of factors into 

account including the probative value of the re-

cord, whether production of the record is based 

on discriminatory belief or bias, the potential 

prejudice to the personal dignity and right to pri-

vacy of any person to whom the record relates, 

society’s interest in encouraging the reporting of 

sexual offences and the effect of the determina-

tion on the integrity of the trial process.

If the judge decides to view the document, 

the second stage is to decide whether the 

defence should view it. The judge considers this 

matter in the absence of the parties. In arriving 

at a decision the judge must consider the same 

factors as at the first stage. Where disclosure is 

ordered, the judge may impose conditions to 

protect the privacy interests of the complain-

ant. The judge might order that the record be 

edited, that it should only be viewed by officers 

of the court, that no copies are made or that the 

accused and counsel for the accused should 

not disclose the contents of the record to any 

person without the approval of the court.

Canadian legislation attempts to provide 

guidance to the judiciary in exercising discre-

tion by specifying situations in which disclosure 

should not be allowed and, where these do not 

apply, specifying factors which must be taken 

into account in arriving at a decision whether 

or not to permit disclosure. The backdrop to 

the Canadian legislation was a recognition of 

the incidence of sexual violence and abuse in 

Canada especially against women and children 

and the disadvantageous impact of this violence 

on their equal participation in society. The need 

to encourage victims to report was acknowl-

edged as was the likelihood that the compelled 

production of personal information might deter 

complainants from reporting offences or seeking 

treatment. There was recognition that the work 

of those who provide services and assistance 

to complainants is detrimentally affected by 

disclosure orders.

Australia – New South Wales

In October 1999 the New South Wales Legis-

lative Council enacted legislation establishing 

the Sexual Assault Communications Privilege. 

This ensures that counselling records in sexual 

assault cases are automatically protected by 

privilege. A document containing a protected 
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confidence does not have to be disclosed un-

less the court sees it and determines that three 

conditions are fulfilled. Firstly the document 

must have probative value. Secondly, other 

evidence of matters contained in the document 

must be unavailable. Thirdly, the public interest 

in preserving the confidentiality of protected 

confidences and protecting the confider from 

harm must be substantially outweighed by the 

public interest in allowing the inspection of the 

document. Harm is defined as “actual physical 

bodily harm, financial loss, stress or shock, dam-

age to reputation or emotional or psychological 

harm such as shame, humiliation and fear”. (Sec-

tion 57 Criminal Procedure Amendment (Sexual 

Assault Communications Privilege) Act 1999) 

Implications of disclosure orders for NCS practice

Given that disclosure and witness orders are 

being served on NCS therapists it is important 

that they be mindful of court proceedings from 

the outset of therapy, recognizing that Irish law 

currently places great emphasis on the disclo-

sure of all potentially relevant material and that 

the courts approach the issue of privacy from 

the standpoint of competing interests. Policies 

and procedures need to be in place to meet our 

responsibilities to our clients and the require-

ments of the legal system. Areas for further 

consideration include: 

The provision of clear information to clients •	

explaining the boundaries of confidentiality 

in relation to the law.

Consideration as to whether clients can •	

engage in therapy without an expectation of 

confidentiality

Devlopment of national policies in relation to •	

record keeping

Establishment of agreed procedures to •	

address requests/orders for disclosure of 

information

Ongoing training in court room skills •	

Conclusion

It is clear from this overview of international 

responses to the matter of the disclosure of con-

fidential records that a number of jurisdictions 

have faced the complexity of the issues involved 

in disclosure and have found solutions over the 

last 10 - 15 years. Ireland now finds itself in a 

very different position to other common law 

jurisdictions. To date neither the legislature nor 

the legal system, in Ireland, has recognised that 

those who have experienced childhood abuse, 

or sexual assault in adulthood, need to be given 

a right to a process of objection to the release 

of their confidential records without encroach-

ing on the constitutional rights of the accused. 

Greater consideration needs to be given to the 

equality rights of these witnesses consistent 

with human rights legislation and international 

practice.

 References

Bond T & Mitchels, B. (2008) Confidentiality 

and Record Keeping in Counselling and 

Psychotherapy. London. Sage

Bond T & Sandhu A (2005) Therapists in Court: 

Providing Evidence and Supporting Witnesses. 

London: Sage

Bunreacht na hEireann (Constitution of Ireland) 

1937

Canadian Human Rights Commission. Human 

Rights in Canada: A Historical Perspective

http://www.chrc-ccdp.ca/en/browseSubjects/

oconnor.asp

Coalition for Women’s Rights in Conflict 

Situations. (1999) Furundzija Decision Troubling. 

Newsletter Vol 3 No1 – May 1999 available at 

http://www.womensrightscoalition.org/site/

publications/vol3no1_en.php



173

to a life that shines court ordered disclosure of confidential records

Coalition for Woman’s Rights in Conflict 

Situations (1999) Review of the Rules of 

Procedure and Evidence (International 

Criminal Tribunal for Rwanda) Newsletter Vol 3 

Number 2 – Aug 1999. Available at http:// www.

womensrightscoalition.org/site/publications/

vol3no2_en.php

Crown Prosecution Service (UK) Attorney 

General’s Guidelines on Disclosure,(2000) 

available at www.cps.gov.uk/legal/section20/

chapter_c.html 

MacCrimmon Marilynn Trial by Ordeal ( Part 1 

and Part 2) 1996 Canadian Criminal Law Review 

– these papers can be downloaded from http://

faculty.law.ubc.ca/MacCrimmon/trial1.html

Temkin J (2002) Digging the Dirt: Disclosure of 

Records in Sexual Assault Cases. Cambridge 

Law Journal 61: 126-145, available at dca.gov.uk/

criminal/auldcom/ar/ar5.htm

References to Irish legal cases cited in the text:

H v DPP (2006) Neutral Citation [2006] IESC 55 

J.L v DPP [S.C. No.191 of 1999 Judgement 6th 

July 2000  P.G. v DPP (2006) Neutral Citation 

[2006] IESC 19 

References to Northern Ireland legal cases cited 

in the text: Queen v Hewitt & Anderson (2002) 

Neutral Citation No. [2002] NICC 12 Queen v 

Hume & Hume (2005) Neutral Citation No.[2005] 

NICC 30

References to English legal cases cited in the 

text TB, R (on the application of) v The Combined 

Court at Stafford (2006) EWHC 1645 http://www.

baillii.org/ew/cases/EWHC/Admin/2006/1645.

html

Acts and Rules cited in the text:

The European Convention on Human Rights 

1950

The European Convention on Human Rights Act 

2003 (Ireland)

Human Rights Act 1998 (UK)

Human Rights Commission Act 2000(Ireland)

Criminal Procedure Amendment (Sexual Assault 

Communications Privilege) Act 1999 (Australia)



voices from the past

The role of victims’ narratives in the pursuit 

of justice in States dealing with institutional 

abuse.

Ger McLoughlin

Counsellor/Therapist

Northwest Regional Counselling Service

HSE  West

Abstract

The reputations of well-established democ-

racies such as Canada, Ireland and Australia 

have been seriously tarnished by revelations of 

systemic abuse of children in residential institu-

tions over several decades. These institutions 

were predominantly administered by religious 

organisations acting for and on behalf of their 

governments.

The litany of abuse has come into the public 

domain as the international community moves 

from a discourse of “forgetting” to one of 

“remembering”, demonstrating an invigorated re-

lationship between human rights and the pursuit 

of justice. This article aims to explore the mecha-

nisms of accountability used in two jurisdictions, 

Ireland and Canada, to investigate and analyse 

the nature and extent of abuse perpetrated on 

children in residential institutions. The fundamen-

tal concepts of restorative justice will be used as 

a standard to ascertain whether justice has been 

achieved for victims, given that perpetrators are 

rarely subjected to retributive justice.

The Irish Problem

The States of Fear series of programmes, 

produced by Mary Raftery and screened on the 

Irish state broadcaster, RTE television in April 

and May 1999 revealed a shocking exposé of 

the horrific abuse experienced by children in 

industrial schools for several decades up until 

their closure in the early 1970s. Children were 

committed to industrial schools through the 

1908 Children’s Act, which governed all legal 

decisions in relation to children’s welfare until 

the implementation of the Child Care Act (1991). 

It is important to note that under the 1908 Act 

inspections were required to ensure that the 

welfare and protection needs of children were 

met. These inspections rarely happened and, 

when they did, a blind eye was turned to the 

evidence of extreme physical cruelty inflicted 

on children in care, and in many instances, false 

impressions were given to inspectors as to the 

quality of food and care given to the children. 

It has been argued that that those who were 

entrusted by the State to care for children 

were consciously aware they were engaged in 

17
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Progress towards restoration and 
reconciliation, healing, closure and renewal 

will be made by grasping the truth that human 
relationships are the heart of the matter. 

(Government of Canada: 1999)

a ‘cover-up’(Arnold 2009 p 274), presenting an 

image to the inspectors (as agents of the State), 

the broader local community, and indeed to 

themselves, that they were the righteous moral 

custodians of the children, whose previous 

experiences of poverty, neglect and ‘immoral’ 

behaviour, (a euphemism for sexual abuse), 

made them potentially socially dangerous. 

Ferguson (2007) makes the interesting point 

that the proliferation of industrial schools in 

post-independence Ireland was, in part, due to 

the deep-held belief that the ‘inferior Irish race’ 

(Ferguson (2007: 125) had to be seen to be do-

ing more than that of the oppressor group i.e. 

the British, to purify the children of Ireland, to 

make proper Irish men and women out of these 

corrupted children.

Up until the onset of the Great Famine in 

Ireland, a great number of clergy were trained 

as seminarians in various locations in Europe, 

benefiting from the European emphasis on en-

lightenment. The Great Famine was interpreted 

by the Catholic faithful as a sign of retribution, 

“God’s wrath and divine punishment of the 

people’s sins, a view apparently encouraged by 

the Church.”, Hill (2000) There was a marked in-

crease in the numbers of religious orders within 

Ireland. For example, the number of nuns, which 

stood at 120 in 1800, had increased dramatically 

to 3,700 by 1870. The arrival in Ireland of Paul 

Cullen, who became Ireland’s first cardinal in 

1866, is regarded as crucially important in that 

he exercised significant power in making the 

Catholic Church in Ireland more subservient 

to Rome rule. The Church became increasingly 

influential in determining the behaviour of the 

laity, influencing the middle classes in particular. 

Priests and clergy were often trained in Vic-

torian English seminaries during the nineteenth 

century, where the emphasis was on sexually 

repressive constructs regarding sexual morality. 

They incorporated the Victorian values around 

the idealised model of a citizen’s behaviour, 

while viewing the “disenfranchised” as morally 

corrupt. These factors significantly influenced 

the type of clergy who were then entrusted with 

the care of children in industrial schools. The 

seminary in Maynooth received a substantial 

increase in Government grants after the Famine, 

and this led to the recruitment of clergy from the 

lower ranks of the Catholic faithful. The teach-

ing order of the Christian Brothers increased its 

numbers dramatically, instilling a strict Catholic 

ethos on the children of the Catholic laity, where 

the emphasis was on discipline and obedience. 

The colonisers, the British, had regarded the 

Irish as ‘other’ for generations. Once Ireland 

achieved independence the new puritanical 

Catholic middle classes and clergy transferred 

this projection of ‘otherness’ to those regarded 

as damaged goods, in need of moral rehabilita-

tion, to be moulded into proper citizens of the 

State. According to Harry Ferguson:

In Britain, as well as Ireland, the creation 

of the post-Second World War welfare 
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state, far from creating more tolerance 

and compassion towards marginal 

‘problem families, actually intensified the 

obsessive, highly driven concern with 

dirt, smell and (dis)order and exclusion-

ary impulses attached to child protection 

apparent since its late nineteenth-century 

beginnings. Ferguson (2007: 133)

I am moved when I recall the graphic detail 

provided by a client who stated “they [the nuns] 

beat me because I was dirty, but they would not 

give me water, they beat me again when I had 

my period, calling me ‘Satan’s little whore’, but 

would not give me sanitary towels, the worst 

was when they beat my sister who was two, 

who had soiled herself, because they would not 

give her a nappy. You can never imagine the 

smell, and the more we smelt, the more they 

justified the beatings.”

Despite the changes in practice in the United 

Kingdom in relation to placing children in indus-

trial schools, (they were being phased out in the 

early decades of the 20th century), there was a 

significant increase in the committal of Irish chil-

dren to these institutions Raftery and O’Sullivan 

(2001). Regardless of the need to psychoanalyse 

the systemic nature of abuse which occurred 

in industrial schools, it is critical to place the 

institution within the broader community setting. 

The Catholic Church, following the indepen-

dence of the State, had its ethos of power and 

authority enshrined in the new Irish Constitution. 

To challenge the Church risked social isola-

tion, the industrial schools were perceived as 

a necessary ‘evil’ in a community which was 

instructed not to tolerate any ‘delinquency’. As 

Fintan O’Toole stated:

With its hatred of the poor (but not of 

poverty), of the deviant, of the dissenting, 

of the disturbing, Irish society developed 

extraordinary powerful mechanisms 

for filtering out unwanted people. One 

of them was emigration. The other was 

institutionalisation. We locked up vast 

numbers of people in industrial schools, 

Magdalene homes and mental hospitals. 

O’Toole (2010)

While the community may have believed the 

clergy were strict with the children in their care, 

they may not have suspected the children were 

subjected to the appalling litany of abuse as 

revealed in the Commission to Inquire into Child 

Abuse Report (Ryan Report) (2009). 

A client related a poignant story of how farm-

ers would regularly donate meat and vegetables 

to his school in the sincere belief they would be 

allocated to the children at mealtimes. However, 

this never occurred and the children were seri-

ously malnourished. He told me he could only 

assume the nuns confiscated the produce for 

themselves, or sold it to others. In later years 

the same client had the opportunity to explain 

what happened to a local farmer. He recalled 

“I saw the blood drain from his face, his eyes 

welled up and he said ‘you might forgive them, 

but I never will’.”

There is a general misconception held by 

many people that the harsh punitive conditions 

experienced by children in industrial schools 

were a mirror image of what happened in most 

Irish families at the time. While corporal punish-

ment was endemic during the past decades, 

“Irish society 
developed powerful 

mechanisms 
for filtering out 

unwanted people”
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there is much evidence to suggest that society 

took a dim view of the neglect and cruelty of 

children. NSPCC reports of the time (Raftery 

and O Sullivan 2001) indicate that many people 

within communities reported cases of severe 

neglect of children, abandonment, inability of 

parents to take care of children due to alcohol-

ism and mental illness, absent parents, believ-

ing their complaints would ultimately lead to 

a better quality of life for the children. Many 

of the underlying reasons for the complaints 

were based on the belief that the child could be 

rescued from becoming involved in the criminal 

system (a concern regarding boys), or could 

be saved from a life of “moral impropriety” (a 

concern regarding girls). However, once children 

entered the doors of the industrial schools, they 

were deemed to be “contaminated” by their 

experiences, 

The assumed deviancy of the children 

was used to justify them not being treated 

as victims of child abuse or childhood 

adversity in the schools, and provided a 

(hidden) rationale for further brutalising 

them. Ferguson (2007: 134)

There is a proliferation of research which 

has been carried out by human rights scholars 

and other professionals on what constitutes the 

underlying factors which lead to the instiga-

tion of violence by one powerful group over 

another. Studies have shown that the processes 

of dehumanisation, routinisation and authorisa-

tion are critical factors which lead to violence. 

The children in industrial schools were polar-

ised, differences were emphasised, negative 

stereotyping of the children was endemic, and 

tensions within the institutions led to the need 

for the powerful group, the clergy, to enhance 

their positive, idealised selves. Once the inferior 

group, the children, became “deligitimised”, per-

mission was conferred on the oppressor group 

to do as they wished. Bar-Tal (2002)

In the Executive Summary of the Ryan report, 

it notes that “the failures by the Department 

[education] that are catalogued in the chapters 

on the schools can also be seen as tacit ac-

knowledgement by the State of the ascendancy 

of the Congregations and their ownership of 

the system.” Commission to Inquire into Child 

Abuse (2009:  Vol. IV, Chapter 1). Acquiescence 

to the power of the Congregations precluded an 

analysis of the care given to the children in their 

care, despite the fact that there was a growing 

awareness of the needs and rights of children 

which was developing in the United Kingdom.

The Canadian problem

The population of Canada is now trying to 

deal with the harrowing historical legacy of 

abuse perpetrated on Aboriginal children in 

residential schools. Out of approximately 88 

schools, Roman Catholic orders are said to have 

administered as many as 60 schools, 31 of which 

were operated by the Oblate Order. The goal of 

the Canadian government was to “re-socialise 

people (children) by instilling them with new 

roles, skills or values… every aspect of his or her 

life is determined and controlled by the institu-

tion.” (Law Commission of Canada 2000). This 

level of absolute power, sanctioned State policy, 

resulted in the most appalling conditions of deg-

radation for the children, systemic physical and 

sexual abuse, the most severe punishments be-

ing administered when the children spoke their 

native languages (Knockwood 1992), leading to 

what one commentator called the ‘cultural geno-

cide’ of the Native Aboriginal peoples (Royal 

Commission on Aboriginal Peoples, 1996).

The Royal Commission on Aboriginal Peoples 

was established by the Canadian government in 

1990 over a confrontation between members of 

the Mohawk nation and the Quebec provincial 

police regarding plans to build a golf course on 

sacred Aboriginal burial grounds. The Commis-

sion became overwhelmed by the testimonies 

of those who had been abused in the residential 
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schools, and recommended an investigation into 

the history of abuse, and what legal remedies 

might be appropriate. The Canadian govern-

ment took a year to consider the findings of the 

Commission, and in 1998 they established a 350 

million-dollar healing fund to support communi-

ty-based healing strategies based on supporting 

those who had been abused. 

The government initiative was severely criti-

cised as its remit did not take into account the 

profound distress expressed by Native Aborigi-

nals as to the cultural and spiritual destruction 

of Aboriginal culture. Many previous residents 

sought redress through the criminal and civil 

courts. However, the litigation experience was 

not satisfactory for many of them. Many vic-

tims who gave testimony believed they were 

vindicated and the broader Canadian popula-

tion would become aware of the nature of the 

horrific abuse they endured. On the other hand 

the litigation procedures have been criticised in 

that the “bipartisan and adversarial nature of 

tort litigation does not adequately accommodate 

or comprehend the nature of the harms at stake 

in Native residential school cases” (Llewellyn 

2002: 270).

The Canadian courts were becoming increas-

ingly jammed with applications for criminal 

prosecutions, many of the Churches were 

pleading bankruptcy. Therefore, the government 

sought to establish the concept of alternative 

dispute resolution techniques which would in-

clude such processes as mini-trials, private judg-

ments, expert fact-finding, ombudsman, media-

tion and arbitration. This range of procedures 

raised more complex issues in that they were 

regarded as doomed to fail as it was pereceived 

that they had failed to examine the needs of the 

parties involved in the alternate dispute resolu-

tion. (Sander & Goldberg 1994: 49) 

Vindication for victims depends on a variety 

of assumed outcomes. For some, it is providing 

a State-sponsored mechanism for truth-finding, 

for some, it is a cry for emotional healing, for 

some it is about financial support and medical 

rehabilitation. Of significance here is the state-

ment made by Jennifer J. Llewellyn:

“The harm caused by residential schools 

cannot be understood in individualistic 

terms; the harm extends to the victims’ 

families and communities… residential 

school claims are fundamentally about 

the destruction of relationships and the 

perpetration of relationships of oppres-

sion and inequality. It is only in this 

context that individual acts of wrongdo-

ing and experiences of harm can be ad-

dressed.” Llewellyn (2002: 280). 

Although the Canadian government de-

cided to implement a number of pilot projects 

designed according to alternate dispute resolu-

tion principles, it encountered major stumbling 

blocks in that it sought to limit the issues to 

examining the cases of sexual and physical 

abuse. The Canadian government had been con-

sistently unwilling to give weight to the charge 

of ‘cultural genocide’, and this, combined with 

the private nature of alternate dispute resolution 

mechanisms, had led to a collapse in faith in 

these processes. Wendy Grant, Vice-Chief, As-

sembly of First Nations, Canada, stated in 1993, 

“we must carefully assess the nature, scope and 

intent of Canada’s residential school strategy. 

We must carefully assess the role of the church. 

We must listen to the survivors.” (Law Commis-

sion of Canada, 2000)

Subsequently in June 2008, the Prime Min-

ister of Canada, Stephen Harper, apologised on 

behalf of the Canadian government to former 

students of residential schools, an apology 

which was regarded as long overdue by survivor 

groups. $1.9 billion in compensation was agreed 

as part of the reparations package. In addition 

a Truth and Reconciliation Commission was 
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established to provide a forum whereby former 

residents would be provided with an opportu-

nity to “tell their stories in a safe and culturally 

appropriate forum” (Indian Residential Schools 

Settlement, 2006).

 The mandate of the Truth and Reconciliation 

Commission is to provide a report to the Cana-

dian public about what happened in Indian resi-

dential schools, “to the end of achieving justice, 

healing and reconciliation” (MacLaren (2006). It 

is envisaged the Canadian TRC will complete its 

task of gathering evidence from survivors over a 

five-year period. However, it lacks any power to 

employ punitive measures or subpoena persons 

for truth-telling. Therefore, it lacks a crucial 

mandate for justice. The devastating effects of 

abuse on the native Indian population have led 

to significant problems. Generational trauma 

is pervasive, and thousands of victims die each 

year. There was increasing pressure  on the Ca-

nadian government to set up community-based 

truth telling forums with the hope of gaining a 

historical narrative of the plight of the Indians. 

However, it is doubtful any perpetrator will at-

tend the TRC, leading to the question “what will 

the TRC contribute to restorative justice?” given 

the level of impunity given to perpetrators.

The increasing importance of restorative justice 

mechanisms

Analysis of mainstream dispute resolution 

mechanisms has shown they are not restor-

ative in nature in that restorative processes are 

understood to be founded on a conception of 

justice as fundamentally concerned with restor-

ing relationships. This requires some further 

elaboration as the term does not relate to the re-

establishment of personal relationships, rather 

to the relatedness between and amongst indi-

viduals and groups, institutions, with the ideals 

of justice, truth and reconciliation underpinning 

the process.

Restorative justice has emerged over the 

past 30 years as a response to what is required 

in post-conflict societies to maintain peace and 

democracy. The focus is on how a crime affects 

not only the victim but the broader community. 

The restorative justice process maximises the 

input and participation of [these] parties, but 

especially primary victims as well as offenders, 

in the search for restoration, healing, responsi-

bility and prevention. The process presumes the 

maximum participation of the victim and the 

perpetrator. However, it also includes affected 

members of the wider community. It is not 

adversarial (although this may be the outcome 

of the process) but is designed to be transforma-

tive in nature. The emphasis is on the needs of 

victims for information, validation, vindication, 

restitution, testimony, safety and support which 

are the starting points of justice. The concepts 

underlying the process of restorative justice 

came into the domain of human rights discourse 

in analysing the crimes of a predecessor regime 

which had violated the rights of its citizens. They 

are now being applied to established democra-

cies such as Ireland and Canada to pursue a goal 

of a movement towards the ideal of social equal-

ity. This is not a goal of a “restoration” of the 

relationship of the State to the victim, as what 

existed before was a relationship of inequality 

which resulted in wrongdoings being perpetrat-

ed in the first instance. 

The complexities of truth-seeking and truth-

telling

Restorative justice requires an investigation 

of past wrong-doing of what happened to the 

victims. A victim’s right to remedies encompass-

es three overarching rights. The first is equal 

and effective access to justice. The second is the 

right to adequate, effective and prompt repara-

tion for the harm suffered. The third is the right 

to the truth. According to M. Cherif Bassiouni:
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“Understanding and public disclosure of 

the truth is important to victims because 

the truth (1) alleviates the suffering of 

surviving victims; (2) vindicates the 

memory or status of the direct victim of 

the violation; (3) encourages the State to 

confront its dark past; and (4) through it, 

seek reform.” Bassiouni (2006: 275)

Ascertaining the truth is one of the most 

complex issues in our contemporary world. It is 

generally accepted within the international com-

munity that the role played by South Africa’s 

Truth and Reconciliation Commission (TRC), 

which began its public work in 1996, signifi-

cantly influenced all political domains with its 

emphasis on what were usually private rituals 

of apology, justice, truth and reconciliation. It 

represented a shift away from retributive justice, 

offering a fractured community a forum where 

the truth of apartheid could be acknowledged. 

The TRC “posited truth as the foundation for 

national reconciliation,” (Moon 2008: 6). In order 

“to grasp the full complexity of the past” the 

concept of truth would require a more complex 

definition than had heretofore been used (Moon 

2008). The TRC was notable in that if offered four 

definitions of truth:

a) factual or forensic truth; 

b) personal and narrative truth; 

c) social truth;

d) healing and restorative truth. 

While the TRC can be faulted on many levels, 

it offered a model of restorative justice which 

can and has been modified to suit other situa-

tions. The TRC was first and foremost a national 

event. Its hearings were open in all but the 

rarest of circumstances and were broadcast on 

public radio and television. The participation of 

the public gave the process a legitimacy in that 

the narratives of the victims would be forever 

written into the archives of South African history. 

Restorative justice also requires other mea-

sures, in particular apologies, education pro-

grammes, therapy for victims and their families, 

community development projects, mediated 

dialogues between victims, perpetrators and the 

broader community, the erection of memorials 

and the preservation of testimonies.

The Commission to Inquire into Childhood 

Abuse (CICA) and restorative justice

The Commission to Inquire into Child Abuse 

(CICA) was established on a statutory basis by 

the Irish Government to investigate the extent 

and effects of abuse on children in care from 

1936. The Commission’s work started in 1999 

and the published report, known as the Ryan 

report, was released in May 2009. Initially 

charied by Judge Mary Laffoy, she  resigned in 

2003, following a departmental review of costs 

and resources. She stated that: “...the cumula-

tive effect of those factors effectively negated 

the guarantee of independence conferred on 

the Commission and militated against it being 

able to perform its statutory functions.” Judge 

Sean Ryan was subsquently appointed. It was 

originally intended that abusers would be 

publicly named in the Commission’s report. 

However the Commission was blocked from 

doing so by a legal challenge from the Christian 

Brothers. The Brothers were successful in their 

court action which required the Commission to 

deal with abusers anonymously. Thus the report 

does not state whether all abusers were or were 

not members of the religious orders in charge 

of the schools, or whether external parties were 

involved. Consequently they are given pseud-

onyms in the report.

A Redress Board was created alongside the 

CICA under a 2002 Act. Its primary role was to 

determine compensation as recommended. Ap-

plicants had to narrate their experiences in front 

of a panel of experts so that a comprehensive 

assessment of their injuries could be made to 
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ascertain compensation. The applicants were 

subjected to rigorous cross-examination during 

the process, described by the later Dr Michael 

Corry as a place of “secrecy, exclusion and 

bewilderment,” (paddydoyle.com) where survi-

vors were re-traumatised by their experiences 

of attending the Board, where the allocation of 

an award was conditional on signing a secrecy 

agreement and a waiver on pursuing any further 

legal actions. 

If an applicant decides to accept an award 

of redress from the Board, he or she must 

at that stage sign a formal waiver giving 

up certain rights of action which he or she 

may have against the Department of Edu-

cation and Science and/or other persons 

or bodies. RIRB (2002:1)

  This order is now referred to as a “gagging 

order” and it poses a serious threat of criminali-

sation to survivors if they discuss the facts of 

their case in public. They could also face a fine 

of €25,000 and a two-year jail sentence should 

they disclose their case a second time.

Perpetrators were not named in the Com-

mission. The anonymity given to perpetra-

tors, the limits placed on survivors to pursue 

perpetrators through the criminal system, the 

contentious “indemnity deal” signed between 

representatives of the Conference of Religious in 

Ireland and the then Minister of Health, Michael 

Woods, to indemnify the religious orders from 

legal action, all indicate a failure of justice for 

the survivors. The most disquieting aspect of all 

of the above is that it seems to be the case that 

perpetrators ‘get away with it,’ the ‘gagging or-

der’ ensures the silence of the victims, replicat-

ing the ‘secrecy and silence’ of their victimisa-

tion experiences.

It is very important to note that the Irish gov-

ernment’s decision to establish the Commission 

is firmly underpinned by its State responsibility 

To ensure respect for and enforce interna-

tional human rights and humanitarian law 

norms contained in treaties to which they 

are a State party, in customary interna-

tional law or in domestic law. 

Bassiouni (2006: 204)

 The redress of wrongs is not a new phenom-

enon, it is a fundamental legal principle that is 

a customary rule of law which has its roots in 

ancient societies and in early religious traditions. 

The International Covenant on Civil and Political 

Rights 1966 (ICCPR) expanded victims’ rights 

universally, Ireland ratified the Covenant in 1989. 

Of particular significance is Article 2(3) which 

provides that each State Party to the ICCPR 

undertakes to:

ensure that any person whose rights or •	

freedoms as herein recognised are violated 

shall have an effective remedy, notwithstand-

ing that the violation has been committed by 

persons acting in an official capacity;

ensure that any person claiming such a reme-•	

dy shall have his right thereto determined by 

competent judicial, administrative or legisla-

tive authorities, or by any other competent 

authority provided for by the legal system of 

the State, and to develop the possibilities of 

judicial remedy;

ensure that the competent authorities shall •	

enforce such remedies when granted.

The 1985 Basic Principles of Justice, which 

are linked to Article 8 of the Universal Declara-

tion, were the first legal international instrument 

to emphasise victims’ rights, with the focus 

on achieving justice and reparations for their 

injuries. The 1993 World Conference on Human 

Rights which emphasised the need for victim 

reparation, stated: “[e]very State should provide 

an effective framework of remedies to redress 

human rights grievances or violations.” (ibid: 
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215)  UN Secretary-General Kofi Annan empha-

sised the importance of a victim-based perspec-

tive in his address to the 2003 Commission on 

Human Rights:

When we speak of human rights, we must 

never forget that we are labouring to 

save the individual man, woman or child 

from violence, abuse and injustice. It is 

that perspective – the individual’s – which 

must guide your work, and not the point 

of view of contending States. (ibid: 250)

Restorative justice following the Ryan report

It can be argued that the CICA and the 

Residential Institutions Redress Board chose 

selective aspects of international models of 

truth recovery as guiding principles for their 

work. The Ryan report vindicated survivors in 

its comprehensive documentation of the nature 

and extent of heinous abuse perpetrated in 

Church-run institutions. However, while the 

Commission speaks to Irish society on behalf of 

the survivors. We do not hear their stories. The 

South African TRC was adamant that the narra-

tives of the victims would lead to “restoration of 

human dignity” of victims and the “shaming” of 

perpetrators. Given the amnesty rules which ap-

plied to perpetrators in South Africa, they were 

more likely to approach the TRC to testify. The 

perpetrators gave evidence which was broad-

cast to the entire State, 

“giving birth to a feeling of shame and to a 

notion of justice. The latter is of particular 

importance, for through this feeling of 

shame, a moral responsibility for what 

went wrong in the past may also be ac-

knowledged.” Moon (2008: 105)

Applicants who presented before the Com-

mission and the Redress Board took up an 

individual case against the State. Most of this 

process occurred in private, with many appli-

cants facing the process with a sense of im-

mense dread and terror, the broader community 

remained ignorant of their difficulties in present-

ing to the Redress Board in particular. 

As citizens of the State, we have not been 

witnesses to the abuse perpetrated on the 

victims. Some would argue there is a sense 

of “fatigue” about all the media coverage sur-

rounding institutional abuse. However, most of 

it centres on the internal conflicts raised within 

the Catholic Church as a result of the report’s 

findings. There is a sense that individual guilt 

was undermined by those clergy who appeared 

before the Commission, as they excused their 

behaviour by citing the social context in which 

abuse and neglect took place. Carlos Nino calls 

this “extreme conceptual divergence” whereby 

those who committed the abuses are sincerely 

convinced they acted in society’s best interests. 

(Nino 1996: 20)

In the absence of an appropriate Truth Com-

mission for survivors of abuse in Irish industrial 

schools, what other mechanisms can be estab-

lished to comply with fundamental concepts of 

restorative justice?  Jodi Halpern and Harvey 

Weinstein suggest that 

“it is in the interpersonal ruins, rather than 

ruined buildings and institutions that 

pose the greatest challenge for rebuilding 

society.”  Halpern & Weinstein (2004: 563). 

Across the world victims of mass atrocities 

and crimes against humanity are constantly 

urged to deal empathetically with one’s former 

abuser, violator, enemy, focusing on the premise 

that should social transformation occur, the abil-

ity to “re-humanise” the other is a critical social 

process for societies to sustain peace. The publi-

cation of the Ryan report, along with many other 

reports dealing with past atrocities, does not 

pose a challenge to an established democracy 

such as the Republic of Ireland. However, it does 

pose huge challenges in relation to account-
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ability for past State-sponsored actions which 

victimised its citizens. 

One of the processes which helps to achieve 

a more comprehensive goal of accountability 

is an alternate dispute resolution mechanism 

which allows parties to design and participate 

in their dispute with a neutral third party. This 

process of justice maximises opportunities for 

exchange of information, participation, dialogue 

and mutual consent between victim and of-

fender. It is envisaged this type of process would 

allow opportunities for remorse, forgiveness 

and reconciliation.

The process of mediation as outlined above 

would ensure that survivors have a voice in 

becoming an active agent for social change in 

Irish society. However, there are many complex 

issues to be explored for the proper implemen-

tation of such a mechanism. The Ryan report 

investigated institutions which were operational 

until the 1970s. The voices of the survivors need 

to be heard in a public domain, and indeed, the 

voices of their children need to be heard. It is 

the responsibility of the Catholic Church and the 

state to engage in restorative justice mecha-

nisms, which should be mediated by trained 

personnel to include survivors, representatives 

of Church and state, and the broader community, 

who remain, in general, unaware of the extent 

of the abuse suffered by the survivors of institu-

tional abuse.

Pumla Gobodo-Madikizela employs the term 

“empathetic repair” to describe an “in-between 

place” a place between vengeance and forgive-

ness to locate a place of possibility for people 

to move forward following conflict. But the 

concept of forgiveness is one which has given 

scholars many headaches, not least in the dis-

course of linking forgiveness to reconciliation 

(Gobodo-Madilizela 2008: 335). Trudy Govier 

states that “forgiving someone does not mean 

condoning what that person did….the offering 

and accepting of forgiveness presupposes that 

wrongs were committed and the person to be 

forgiven is accountable for doing these things.” 

(Govier 2006: 97). Many scholars maintain that 

“the storytelling by victims and perpetrators is 

inherent to efforts at reconciliation,” (Kristeva & 

Rice 2002: 280), which allows a transformative 

process to occur which conveys to society that 

the revelation of the reprehensible acts commit-

ted by the perpetrator will influence and guide 

a new type of behaviour in the future. Martha 

Minow urges us to be cautious in relation to the 

concept of forgiveness, stating 

“forgiveness is a power held by the victim-

ized, not a right to be claimed. The ability 

to dispense, but also to withhold forgive-

ness is an ennobling capacity and part of 

the dignity to be reclaimed by those who 

survive the wrongdoing.” 

Minow (1998: 25).

The concepts of forgiveness, healing and 

reconciliation may appear to be ones which ‘fit’ 

in terms of ‘moving on’, looking to the future, 

putting closure on the trauma and finding some 

kind of inner peace. Archbishop of Dublin, Diar-

muid Martin cautioned Catholics not to pursue 

a “fast-track healing approach” towards the 

abuse scandals of the Catholic Church. He urged 

further dialogue amongst clergy and laity as a 

way of acknowledging past mistakes as a way of 

forming new paradigms for the future.

Therapeutic interventions provided by the 

National Counselling Service have supported 

“forgiveness is a 
power held by the 

victim, not a right to 
be claimed.”
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clients to take tentative steps towards hope. 

Therapists bears witness to the client’s narra-

tive The process locates the statutory NCS as a 

restorative justice mechanism, with statutory 

obligations towards the pursuit of justice to pro-

mote changes in the community to prevent simi-

lar harms from happening to others. However, 

memory of trauma challenges reconciliation, 

When torture has been committed, no 

‘healing truth’ can redeem the past….

[trauma] is like a debt that can be ac-

knowledged yet remains impossible to 

settle. Daly & Sarkin (2007: 131)

For survivors of trauma, the past is always 

present. Once the floodgates of revelation of 

abuses are opened, it seems to be the case that 

hundreds and thousands of victims come to the 

fore. There is an over-emphasis on the issues of 

“closure” as if it represents a therapeutic ideal, 

or an unconscious wish on the part of society to 

heave a sigh of relief that the narratives of the 

victims will find a place in the archives of the 

state and become silent. Wole Soyinka states

“are we then perhaps moving too far ahead of 

our violators in adopting a structure of response 

that tasks us with a collective generosity of 

spirit, especially in the face of ongoing viola-

tions of body and spirit?” quoted in Daly and 

Sarkin 2007: 132.

Naomi Roht-Arriaza emphasises that proce-

dures serving to promote truth and justice are 

essential to successful psychological healing. In 

our contemporary world we accept that trauma-

tised people have an instinctive need to tell their 

stories and have their experiences validated. In 

addition to the victims’ narratives, however, is 

the need to investigate the collective processes 

that actively and passively facilitate violence, 

otherwise the process of sincere reconciliation 

is severely compromised (Roht-Arriaza 1995: 85). 

Laurel Fletcher and Harvey Weinstein offer “an 

ecological model to understand social break-

down and to identify the critical elements of 

social repair.” (Fletcher & Weinstein 2002: 580)  

This model (see Figure 1) has been adapted to 

demonstrate “the logic of social construction…

[which] aims to re-ritualise, re-humanise and 

re-civilise relations with others through a series 

of mechanisms.”  (Hazan 2006: 46) The proposed 

model seeks to incorporate the current national 

context of accountability for mass violations of 

human rights perpetrated on children in institu-

tions within a broader international context, 

whereby models of transitional justice can be 

used to further a process of truth-telling, justice 

and ultimately reconciliation.

Conclusion

It may seem self-evident to state that the 

perspective of the victim is paramount. How-

ever, it is only in the past decade that the voice 

of the victim is being given due regard.It is 

fitting to note the rights of victims have come 

to the fore, particularly in the establishment 

of the International Criminal Court and indeed, 

with the adoption by the United Nations of two 

General Assembly resolutions, the 1985 Decla-

ration of Basic Principles of Justice for Victims 

of Crime and Abuse of Power (mainly dealing 

with victims of domestic crimes), and the 2006 

Basic Principles and Guidelines on the Right to 

a Remedy and Reparations for Victims of Gross 

Violations of International Human Rights Law 

and Serious Violations of International Humani-

tarian Law.

The publication of the Ryan report in 2009 

validated the horrific experiences of the children 

in Irish residential schools, a lasting testimony 

to their suffering. However, its publication 

should not be regarded as the “end result” of 

a truth-finding investigation, but rather as an 

instrument which marks the beginning of a 

restorative justice mechanism which includes 

all stake-holders, which should be pursued to 

achieve justice for the victims. It is argued that 
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Figure 1 Ecological Model of Social Repair

Analysis of historical mismanagement of institutions

e.g. Commission to Inquire into Child Abuse 

Ireland 2000 + broader forensic analysis of abuse of power 

Evidence collection

Testimony of victims
Investigation of actual institutions

State archives

Legal interventions

Prosecutions of offenders
Criminal proceedings

Community interventions

Reparations to victims and families, 
education, memorials, dialogue 

between victims’ groups and broader 
community – social repair

Restorative justice mechanisms

Mediated dialogue between victims 
and perpetrators based on model 

designed by the Centre for the Study 
of Violence and Reconciliation 

South Africa

State-level alternatives to 

legal interventions

Commission to Inquire into 
Child Abuse – Ireland 

Truth Commission - Canada

Community-generated responses

Days of mourning
Development of social policies for 

future care of children

Psychosocial interventions

National Counselling Service – Ireland
Medical/educational/familial support

Development of protocols for trauma work 
on a national and international level

Social reconstruction

Apology, remorse, systems of accountability, truth and justice, pursuit of reconciliation 
as a result of following appropriate restorative justice mechanisms

Legal instruments

Implementation of proposed referen-
dum on children’s rights – Ireland

Human rights instruments

This inter-related 
dynamic depends on 
the attention given 
to each component, 
failure to do this 
will undermine the 
process of social 
repair. International 
human rights law 
and customary 
law in relation 
to violations of 
human rights 
should underpin 
all the above, 
specifically States’ 
responsibilities to 
its citizens.

(Adapted from Fletcher and Weinstein 2002)
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in the absence of the narrative of the perpetra-

tors of the abuse, there will never be justice for 

victims and, without justice, reconciliation is but 

an aspiration. 

The confidentiality agreement or “gagging or-

der”, which Irish survivors of Institutional abuse 

had to sign when attending the Redress Board 

essentially deprives the broader community of 

the opportunity to critically examine its modus 

operandi as a legal instrument and presents the 

State with the possible accusation of violating 

victims’ rights  in terms of its legal obligations 

under international human rights law.
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Abstract

This paper provides information and insight 

into how the HSE National Counselling Service 

(NCS)  responded to survivors of childhood 

abuse following the publication of the Ryan 

Report, learned from this experience and de-

veloped a more effective and efficient model of 

initial telephone response to the Murphy Report 

which was published in November 2009. This 

report came just six months after the Commis-

sion to Inquire into Child Abuse gave its findings 

in a report which provided the Irish public with 

evidence of the abuse perpetrated against many 

men and women whilst in the care of the State 

as children. 

Having two major reports published within 

six months of each other put pressure on all 

services throughout Ireland to respond appro-

priately to the needs of survivors of childhood 

abuse. The HSE NCS took an action-learning 

and evidence-based approach in   responding 

to the publication of the Murphy Report. Data 

collected following publication of the Ryan 

Report was analysed to help plan a different and 

more efficient way of responding to the Murphy 

Report. An interagency approach was adopted 

to staff an NCS Helpdesk as well as to ensure 

that all relevant services were working together 

to provide a range of services at such a critical 

time. Helpdesk advisors were trained to use a 

triage approach with callers so as to direct them 

appropriately, in a timely manner, to the service 

best placed to meet their needs.

Introduction

Organisations from all sectors in Ireland 

which provide counselling services for adult sur-

vivors of childhood abuse will remember 2009 

as the year when there were unprecedented ser-

vice demands at a time of national trauma in an 

economic climate of ever decreasing resources. 

In our ninth year of providing counselling 

and psychotherapy, the HSE National Counsel-

ling Service (NCS) saw the number of clients 

from a residential institutional background 

decreasing to an average of 9% nationally. Most 
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clients attending at this stage had experienced 

childhood abuse in a family context. Subsequent 

to the publication of the Commission to Inquire 

into Child Abuse Report (Ryan, May 2009), 

the NCS experienced an unprecedented 70% 

increase in calls with 80% of these callers who 

reported a history of institutional abuse contact-

ing the NCS for the very first time. The nation 

was gripped by media coverage of the Ryan 

Report which reached saturation point for weeks 

following its publication. News stories were car-

ried across the globe triggering telephone calls 

to the NCS from former residents of Irish institu-

tions who had emigrated.

As the NCS tried to manage the additional 

demand on services following the Ryan Report, 

we braced ourselves for another challenging 

time when the Murphy Report was published in 

November 2009. There was a lot of uncertainty 

about the publication date of this Report due to 

legal constraints with the result that the NCS 

was on alert from June 2009 until 26th Novem-

ber when it was actually published. There was 

less than 24 hours’ notice of its publication date 

and the NCS had to be ready to launch its Help-

desk Service within this tight timeframe. Plan-

ning involved having resources available when 

required, a particular challenge at a time of finite 

resources when core clinical staff were already 

working with full case-loads. An action-learning 

approach was adopted to design a response to 

the Murphy report which resulted in establish-

ing a helpdesk to ensure a clinically appropriate, 

cost-effective service was available.

In an effort to put the Murphy Helpdesk into 

context it is necessary to give some background 

information regarding the role and function of 

the HSE National Counselling Service in relation 

to the Commission to Inquire into Child Abuse 

as well as the sequence of events leading up to 

the publication of the Murphy Report in Novem-

ber 2009.

The Commission to Inquire Into Child Abuse 

The Commission to Inquire into Child Abuse 

(CICA) was established in 2000 following the 

then Taoiseach’s public apology on behalf of the 

State (May, 1999). The Commission’s function 

was to investigate abuse of children in state 

institutions and its offices were located in Dub-

lin. Survivors of childhood abuse in residential 

institutions had the option of attending either 

the Confidential Committee or the Investiga-

tive Committee. The Investigative Committee 

focused on residential schools from 1936 and 

the evidence of 1,090 former residents was 

given to the Confidential Committee. Survivors 

of abuse who attended the Confidential Commit-

tee were given the opportunity to tell their story 

to Commissioners who did not challenge any of 

the information given. Each hearing was taped 

and survivors were given whatever support they 

needed to attend the Commission, that is, travel, 

accommodation and psychological support if 

required.

Survivors who attended the Investigative 

Committee experienced a legal approach to their 

provision of evidence which could be inves-
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tigated and challenged by legal teams at the 

Commission and by the legal teams employed 

by the institution/s in which they had resided. 

Survivors attending the Investigative Committee 

were also supported in their attendance in the 

form of travel, accommodation and psychologi-

cal debriefing.

The Ryan Report, published 10 years after 

the Commission was established, provided the 

public with concrete information and evidence 

of abuse that occurred to children whilst in the 

care of the state in residential institutions. Within 

two days of the publication of the Ryan Report, 

the HSE NCS Information Line had received 346 

calls. Individual branches of the HSE NCS had 

a surge in calls to local freephone services and 

frontline staff reported that callers were ex-

tremely distressed.

The HSE National Counselling Service

Along with the CICA, the Government 

mandated that a national counselling service be 

established to provide victims of abuse in insti-

tutions in Ireland with an opportunity to have 

counselling and psychotherapy to help them to 

deal with the impact of their experience of abuse 

on their adult lives. The NCS was formally estab-

lished in September 2000. Ten branches of the 

NCS were set up – one in each of the 10 former 

Health Board Areas. It is a professional, confi-

dential counselling and psychotherapy service, 

available free of charge in all regions of the HSE. 

Counselling is available from more than 60 loca-

tions nationwide.

The HSE NCS identifies its key purpose as: 

“The HSE National Counselling Service helps 

adults who have experienced abuse, neglect or 

trauma in childhood to cope better with life and 

relationships, now in the present and on into the 

future.

“The HSE NCS has a track record of provid-

ing a confidential, professional and accessible 

counselling service which clients experience as 

caring, welcoming and effective. The HSE NCS 

works in an integrated way with other health 

and social care providers to inform, educate 

and support individuals, organisations and the 

Irish public in general to prevent future cycles of 

abuse occurring and to promote positive mental 

health and wellbeing as a benefit for society” 

(HSE NCS Strategic Framework for Service Plan-

ning & Delivery 2009-2012).

Ten Directors of Counselling, 70 counsellor/

therapists and 18 administrators work together 

nationally to deliver counselling and psycho-

therapy services to adult survivors of childhood 

abuse and trauma, with priority given to survi-

vors of institutional abuse in Ireland.

Psychological outreach service for CICA

Branches of the NCS located in Dublin 

worked collaboratively to provide psychologi-

cal debriefing for victims of abuse when they 

attended the Commission. Some hearings took 

place outside Dublin and local NCS branches 

provided psychological support when required. 

Clients were then linked into their local branch 

of the NCS for ongoing counselling when 

they returned home. Survivors of abuse who 

travelled from abroad were also given psy-

chological support and linked in with services 

in the country in which they reside. When the 

Ryan Report was published in May 2009 it was 

natural that the HSE NCS should be available as 

the primary service to assist victims of abuse as 

they came to terms with the publication of this 

report, some 10 years following the setting up of 

the CICA. 

HSE National Information Line

The HSE NCS Information Line (1800 235 

234) is a 24/7 automated freephone answering 

service designed to facilitate easy access to the 

NCS for adults who have experienced childhood 

abuse. Callers use a single national freephone 

number. The caller is invited by an automated 

voice to name the geographical area where 

they want to attend for counselling, they are 
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then connected to their chosen location. Local 

freephones are answered by administration staff 

during standard office hours, Monday through 

to Friday. Clinical support from a counsellor/

therapist is available on site if required.

In the month of May, following publication of 

the Ryan Report, 619 calls were made to the NCS 

Information Line, an unprecedented number. 

Some NCS administration staff reported feel-

ing overwhelmed by the number and content 

of calls received during this time. Given the 

volume and nature of the calls to the informa-

tion line in the two-day period following the 

publication of the Ryan Report  it became quickly 

apparent that this type of telephone service was 

inappropriate for the needs of our client group at 

a time of crisis. Callers needed to have clinically 

qualified people answering the telephone who 

could listen and support them in their distress 

Preparation for publication of the 

Murphy Report

In November 2009, the Murphy Report was 

published. This Report detailed the results of an 

investigation into how Church and State authori-

ties managed allegations and suspicions of child 

sexual abuse against clerics working within the 

Catholic Archdiocese of Dublin. 

With staff of the HSE NCS working to full 

capacity and increases in waiting lists ranging 

from 50% to 100% in some areas of the coun-

try, there was concern about the impact on the 

NCS’s capacity to respond adequately to the 

publication of the Murphy Report. The challenge 

was to design a model to respond to callers that 

improved on the quality of service we provided 

following publication of the Ryan Report. Follow-

ing a review of data and feedback from service 

users the main areas of challenge were identi-

fied as:

Ability to respond – services in Dublin area •	

had been stretched beyond capacity follow-

ing the Ryan Report.

Need for direct access to a Counsellor/thera-•	

pist over the phone at time of first contact

Accessiblity- Clients required the national •	

freephone to be available beyond standard 

service hours. 

Access to a ‘real person’  – this was the stron-•	

gest piece of feedback from service users 

following Ryan Report.

It was essential that we had as much notice 

as possible of the publication date of the Mur-

phy Report so contact was made and maintained 

with the office of the Minister for Justice to 

seek assurance that they would inform us of the 

publication date. 

Helpdesk Model  

Building on stakeholder feedback and on the 

public response to the Ryan Report, the Help-

desk Model was developed and presented to the 

HSE NCS Steering Group in September 2009 

for approval, which was granted. The Helpdesk 

Model is a telephone-based service, staffed by 

clinicians who are trained to provide a triage 

service for callers. A dedicated freephone was 

set up with a hunting line facility similar to a 

call-centre service. The Helpdesk was located in 

an existing NCS Counselling Centre in Baggot 

Street, Dublin. HSE Shared Services provided 

the telecommunications expertise to set up the 

call-centre and a HSE freephone number was 

used for the duration of the Helpdesk.

The NCS approached other organisations 

that provide a range of services to survivors of 

abuse to be part of this inter-agency project. Fao-

iseamh’s Clinical Director worked in partnership 

with the NCS and together we met with senior 

personnel in the Dublin Rape Crisis Centre and 

One in Four (a charity that works with victims 

of clerical sexual abuse). This partnership with 

Faoiseamh extended to the funding and man-

agement of Helpdesk advisors. The Dublin Rape 

Crisis Centre and One in Four agreed to work 

with us in promoting the Helpdesk and in having 
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their staff ready to accept referrals from it.

Qualified counselling psychologists, coun-

sellors and psychotherapists were invited to 

train as Helpdesk advisors. They had to commit 

to being available at short-notice and to work 

unsocial hours to be eligible for this training. 

A one-day training event was designed with 

contributions made by the agencies involved in 

the project. Each contribution was intended to 

inform the Helpdesk advisors about the range 

of services available to adult survivors of abuse 

with exact information about when services are 

available and with contact details. The train-

ing prepared the Helpdesk advisors to be able 

to respond to callers in distress and provide 

them with accurate, up-to-date information in a 

timely way, without engaging them in telephone 

counselling.

Helpdesk opening times

Telephone activity data available from the 

HSE NCS Information Line as well as local NCS 

services following the publication of the Ryan 

Report was reviewed and analysed. Based on 

this information, the Helpdesk was initially 

made available from 8am through to 2am. This 

ensured that qualified clinicians were available 

to take calls at prime news times throughout the 

day and early night hours. Helpdesk activity lev-

els were monitored and its availability adjusted 

accordingly.

Range of services available:

Callers were directed to where they had im-

mediate telephone counselling provided by ei-

ther the Dublin Rape Crisis Centre 24/7 Helpline 

or Connect Counselling who provide telephone 

counselling on Wednesdays to Sundays from 

6pm to 10pm.

Information about face-to-face counselling 

services was provided and in particular the 

Faoiseamh service as it is funded by the Dublin 

archdiocese to provide face-to-face counselling 

without any waiting period. Various options 

were discussed and information given about 

face-to-face counselling services available from 

the HSE NCS, Dublin Rape Crisis Centre and One 

in Four. 

Advocacy Services were provided by One in 

Four and a significant number of callers (60%) 

were directed to this service which is available 

during daytime hours.

The Helpdesk was available for 12 days fol-

lowing the publication of the Murphy Report. 

During this period 333 calls were received and 

all were directed to the most appropriate service 

for the callers’ needs. Some callers required 

details for more than one service. The decision 

to close the Helpdesk was taken when calls had 

trailed off completely. A dedicated voicemail 

was kept in place until January 2010 to record 

any enquiries and these were responded to 

promptly.

Scope of the Helpdesk

The Helpdesk Model was designed to 

respond to the general public nationally by 

freephone in an efficient manner with qualified 

clinicians providing a triage service. It proved to 

be a much more successful and appropriate way 

to respond to callers and to ensure that they had 

the most useful information they needed when 

they called the freephone number. It meant that 

they didn’t have to try all the freephone num-

bers listed in the media, which could have been 

frustrating for them and resource-intensive for 

agencies.

Inter-agency Collaboration

Collaborating with agencies engaged in 

providing services to our client group meant 

that we shared our finite resources and clients 

were directed to the most appropriate service 

for their needs at the time. At a time when all 

of our services were under pressure, we were 

able to work together with a client focus and this 

enabled us to protect core staff and provide a 

professional telephone service to service users. 



195

to a life that shines hello, can I help you?

We were able to collaborate with one another 

and support for Helpdesk advisors and counsel-

lors was readily available from the Clinical Direc-

tors of all agencies involved in the project.

Press and promotion

HSE Communications Department designed 

a media relations campaign to publicise the 

Helpdesk. This was very successful and resulted 

in the HSE winning the best public Information 

Campaign Award at the Public Relations Consul-

tants’ Excellence in Public Relations Awards 2010 

for this media relations campaign.

 

Summary

The HSE National Counselling Service was 

established in September 2000 to offer counsel-

ling and psychotherapy services for survivors of 

childhood abuse in Ireland following the public 

apology by the then Taoiseach in May 1999. In 

addition, psychological debriefing was provided 

to survivors who attended the Commission to 

Inquire into Child Abuse to give evidence to ei-

ther the Confidential Committee or the Investiga-

tive Committee. Some of these men and women 

travelled from abroad and were supported 

whilst they were in Ireland and assisted to find 

appropriate psychological support on their 

return home. Others who travelled from around 

Ireland to Dublin were linked back into their 

local national counselling service if they were 

not already attending. Survivors of institutional 

abuse have always been given priority in the 

HSE National Counselling Service (NCS).

In 2009 the HSE NCS faced two major chal-

lenges in supporting survivors of abuse when 

the Ryan Report (May 2009) and the Murphy 

Report (November 2009) were published. A 

total of 619 calls were made to the HSE NCS 

Information Line in the two-day period follow-

ing the publication of the Ryan Report. Refer-

ral rates surged nationally (50% to 100%) with 

many clients re-referring themselves and some 

people contacting for the first time (80%). As we 

endeavoured to manage this surge in demand 

for our services at a time of finite resources we 

were again challenged to respond appropriately 

at initial stages and beyond the publication of 

the Murphy Report in November 2009. 

A new model of telephone response was 

developed and delivered with success when the 

Murphy Report was published. This new model, 

a Helpdesk, depended on the collaboration of 

key agencies in service delivery and resource 

sharing. Project managed by Rachel Mooney, 

Director of Counselling in the HSE Dublin Mid-

Leinster and in close collaboration with Melissa 

Darmody, Clinical Director of Faoiseamh, the 

Helpdesk delivered an efficient and effective ser-

vice to callers and directed them to the agency 

that would best meet their need at a time of 

traumatic activation.
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Introduction 

Connect is a not for profit voluntary organi-

sation that provides a confidential out of hours 

telephone counselling and support service to 

adults who have experienced childhood abuse, 

trauma and neglect in institutions, families and 

the community. It is staffed by professional 

counsellors and psychotherapist. The service 

is part-time, operates outside normal business 

hours and is free to callers.  In addition to pro-

viding services within Ireland Connects service 

also extends to former residents of institu-

tions now residing in the United Kingdom and 

Northern Ireland. The service is also available 

to partners or relatives of people who have suf-

fered abuse. 

Since the service commenced in October 

2006 it has received 26,741 calls. Demand for the 

service is increasing year on year as evidenced 

by a 37% increase in calls during 2009. 

Connect - Background & Development

Connect was set-up by the Department of 

Health and Children in  response to the requests 

of support groups representing adults abused 

in institutions, schools and child care centres. 

The support groups identified a need for a 

professionally run and managed helpline and 

telephone counselling service available out of 

hours. This need for an out of hours service had 

also been identified in the National Counselling 

Service Report (2001) and further highlighted in 

their client evaluation,  the SENCS Report (2003). 

Many of the support organisations had been 

providing a telephone service from their homes 

with the NCS conducting training, supervision 

and consultancy.

The NCS in conjunction with a former As-

sistant Chief Executive Officer of the HSE (then 

the Health Board) came together with the sup-

port organisations to develop a proposal for a 

helpline service and following negotiations with 

the Department of Health & Children (DOHC) 

secured funding for  a professional service. The 

service opened in 2006 and was called NOVA 

Helpline.  It was renamed Connect:  in late 2008.

Connect’s organisation is modelled on part-

nership. The Board of Directors has representa-

tion from support organisations,and the HSE, in-

cluding a representative from the NCS. Connect 

19
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“The service is confidential and 
anonymous and aims to provide 
an immediate response to calls”

is a limited company and a registered charity.  

Funding for Connect is provided by the HSE.  

Services provided by Connect

Callers to Connect have direct access to 

professional telephone counselling and support 

5 nights per week from Wednesday to Sunday, 

6pm -10pm (20 hours per week). Supportive 

counselling involves shorter calls over a number 

of weeks until the person feels better able to 

cope with everyday life. Therapeutic counselling 

is more in-depth and involves scheduled ses-

sions over a number of months until the person 

feels more able to take control of their life. The 

service is confidential and anonymous and 

aims to provide an immediate response to calls. 

Callers are not required to give their name and 

caller identification is blocked.  Experienced and 

qualified psychotherapists/counsellors answer 

all calls. 

At critical times the service is available for 

extended periods. For instance,  continuous 

service is provided at Christmas time and over 

the New Year. Flexible working methods have 

been adopted, which enables the service to 

respond quickly to events such as media cover-

age of abuse or trauma issues by opening on 

additional nights and extending the hours of 

opening.  Following the documentary regarding 

sexual abuse by a Louth Hospital Doctor in June 

2009 the service received 110 calls from men.  To 

date, the service has extended its opening hours 

or opened on additional days on 21 separate 

occasions. 

Following the publication of the Ryan Report 

in 2009 there was an unprecedented demand for 

the service. 1600 calls were received from May 

20th to 31st.  In all, an additional 300 hours of 

service was provided to meet this demand. Con-

nect collaborated in the multi agency response 

to the publication of the Murphy Report (Novem-

ber 2009). 0nce again there was a high demand 

for the service. 

Who uses the service?

Connect provides a first step in the process 

of treatment for any adult who has experienced 

childhood abuse, neglect or trauma. It   works 

closely with the HSE’s  National Counselling 

Service and is used by adults who are on the 

waiting-list for counselling with the NCS who 

wish to access immediate counselling as well 

as those who need support while their NCS 

counsellor is on leave. Connect can also assist 

those who may want help but whose feelings of 

shame and embarrassment prevent them from 

accessing face to face counselling. 

In addition, Connect is used by people whose 

mental and physical health limit their access to 

counselling services. Other service users include 

adults who wish to address abuse issues but 

due to choice, circumstances or physical loca-

tion have difficulty accessing services. Connect  

offers an alternative service to those clients who 

do not wish to use state run services.   

Quality Standards and Evaluation

Connect has become the first Irish based hel-

pline to achieve The Helplines Association (THA) 

quality standard. THA is a UK based internation-
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ally recognised accreditor of Helpline services. 

Receipt of the THA standard followed a full 

service evaluation in 2009 which showed a high 

satisfaction rate among callers to the service 

and recommended that Connect’s opening hours 

be extended. 

Telephone counselling is a new and unique 

development within the Irish health service. 

Connect extends the nature, range and provision 

of counselling and support services for abused 

adults and is an important component of the 

continuum of care. Being an out of hour’s ser-

vice, available when other services are closed, 

Connect is an important resource in the range of 

services to adults who have experienced abuse. 

Connect: 1800 477 477; 00800 477 477 77 

from the UK and N. Ireland. 

www.connectcounselling.ie 
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20 building trust

Counselling in Primary Care: Early intervention for 

adults who have experienced childhood abuse

Abstract

People with psychological problems com-

monly present in general practice with the most 

prevalent psychological problems being anxiety 

and depression. There is now a strong body of 

empirical evidence that psychological therapies 

are effective as the primary means of treatment 

for many mental health problems. This article 

outlines the development of a primary care 

counselling service in the HSE Dublin North East 

Area by the NCS service in the North East, Rian 

Counselling. The model of service provision 

described incorporates: counselling onsite at GP 

practices; a time- limited therapeutic approach; 

structured feedback to GPs; a comprehensive 

clinical governance framework and routine 

evaluation of clinical outcomes. 

Finally the links with the NCS and the poten-

tial of counselling in primary care to offer early 

intervention for childhood abuse issues are 

discussed.

Introduction 

People with psychological problems com-

monly present in general practice. Up to one 

third of patients attending general practice may 

have mental health difficulties (Social Inclusion 

Unit 2004), with the most prevalent psycho-

logical problems being anxiety and depression 

(Aughey 2000; White 2000; Niles et al 2005). 

There is now a strong body of empirical evi-

dence and a general acceptance that psychologi-

cal therapies are effective as the primary means 

of treatment for many mental health difficulties 

with both physical and psychological aetiologies, 

as well as being effective as an adjunct to medi-

cation for more serious forms of mental health 

difficulty, ( Lambert 2004; Carr 2007). Service us-

ers have increasingly been demanding “talking 

therapies” for psychological problems (Batt et 

al 2002) with clients’ most common criticisms of 

mental health services being the perceived lack 

of availability of psychological therapies (DoH 

2004).

The GP is often the first port of call for those 

Fiona Ward
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“Up to one third of patients 
attending general practice may 
have mental health difficulties”

experiencing psychological problems (Bower et 

al 2001), with clients most likely to seek infor-

mation on counselling from their GP (Batt et al 

2002). There are,  however, significant gaps in 

provision and access to psychological therapies 

in Ireland for those with mental health problems 

presenting in primary care. The importance of 

considering psychologically-based interven-

tions prior to offering medications is becom-

ing accepted best practice with   psychological 

therapies  recommended as the first treatment 

of choice for emotional/psychological difficul-

ties (DOH 2001). In addition, there is emerging 

evidence that  the effects of talking treatments, 

such as cognitive behaviour therapy (CBT), are 

more enduring than those of medication, and 

that relapse from depression is less likely (Clark 

2007).

Some authors advocate a “stepped care” 

approach which involves low intensity interven-

tions initially such as self-help, bibliotherapy, 

brief therapy, building to more complex inter-

ventions including medication and longer terms 

therapy if low level interventions are unsuccess-

ful (Bower  & Gilbody 2005).

It is generally accepted that primary care is 

the appropriate setting for intervention in rela-

tion to common psychological problems such 

as anxiety, depression, adjustment problems 

etc with more severe, enduring or complex dif-

ficulties warranting specialist intervention from 

mental health services. The absence of counsel-

ling and psychotherapy at primary care level 

has meant that patients who might otherwise 

receive care at a primary care level are very of-

ten referred to mental health services. Provision 

of counselling and therapy for psychological 

difficulties at primary care level has been associ-

ated with better use of GP time and reduced use 

of mental health services (Mellor Clarke 2000).

 The development of counselling provision 

in primary care thus offers the potential to ad-

dress psychological difficulties in an effective 

and accessible and, from a client point of view, 

acceptable, manner. The Department of Health 

and the HSE have identified as one of its core 

priorities the development of primary care. The 

Primary Care Strategy (DoHC 2001) highlights 

the need to strengthen the capacity of primary 

care to meet the full range of existing and future 

health and social service needs with all but the 

most complex and acute needs being met within 

the primary care setting. The report of the expert 

group on mental health policy A Vision for 

Change (2006), recognizes the “pivotal role of 

primary care services in addressing the mental 

health needs of the population.” (2006:60) and 

highlighted the need for “a comprehensive 

range of psychological therapies to be pro-

vided at primary, secondary and tertiary levels” 

(2006:60).

Development of the North East Primary Care 

Counselling Service

It was against this backdrop that the NCS in 

the North East, Rian Counselling Service, identi-

fied the need for wider accessibility  to generic 

counselling services at primary care level. There 



202

to a life that shines building trust

was a significant demand from referral agents, 

in particular GPs, anxious to obtain counsel-

ling or therapy for their clients but unable to 

access such a service for generic problems such 

as anxiety or depression without resorting to 

private practice or referral to the mental health 

services. As a result Rian Counselling Service 

began considering how the NCS model of ser-

vice could be extended to encompass a broader 

client group.

In 2003 Rian Counselling Service conducted 

a survey of GPs in the North East to investigate  

their views on the level of need for counselling, 

referral practices and to elicit their opinions 

regarding models of current counselling service 

provision. 45% of GPs in the region responded 

to the survey.

Analysis of GP responses identified:

GPs referred patients for counselling on a •	

regular basis for psychological difficulties 

such as anxiety, depression and loss issues. 

Many GPs had limited referral options •	

because of particular barriers to counselling, 

including: lack of available public services; 

waiting lists and cost. 

In the absence of an available public coun-•	

selling service at primary care level private 

counsellor/therapists were the option most 

frequently availed of by GPs. This raised con-

cerns regarding clinical governance issues in 

terms of consistency and standard of service  

54% of GPs stated that their preference was •	

to have counselling available on site at the 

GP practice. 

A key finding of the survey was that while •	

individuals from lower socio economic 

groupings are more likely to display psycho-

logical problems (Hannon et al., 2000) they 

were the group least likely to be referred to 

counselling by GPs, as private counselling 

was often the only service option available 

and the costs of  this was prohibitive for such 

patients. 

In summary, the results demonstrated that 

GPs saw a significant need for counselling 

services at primary care level to address their 

clients’ psychological difficulties. It was evident 

that there was limited counselling or therapy 

available in the North East, and what was avail-

able was not accessible for many patients due 

to cost and location. As a result many patients 

attending their GP who were experiencing  non-

complex psychological difficulties often did not 

have the option of attending counselling. The 

implications of this were that GPs often referred 

clients to mental health services or, with limited 

treatment options available,  had to rely on  the 

provision of medication even in cases where 

provision of psychological therapy would be 

preferable and more acceptable to the client. 

Provided with this evidence, the NCS in the 

North East, Rian Counselling service, set about 

developing a generic counselling service in pri-

mary care, initially on a pilot basis. What is now 

the North East Primary Care Counselling Service 

(PCCS) is managed by Rian Counselling. It offers 

time-limited counselling to adults presenting in 

primary care with non-complex psychological 

difficulties and, since it was established in the 

North East region in 2005, has provided counsel-

ling to almost 3,000 (2,879) adults . 

During the course of the pilot project [May 

2005-March 2006] which formed the basis for 

the development of the service, a model of 

service provision and clinical governance frame-

work  was developed. The pilot project involved 

counselling provision at 20 GP practices across 

the North East. A total of 1,500 counselling 

hours were made available and close to 200 

clients were referred to the project. Counselling 

was provided by qualified counsellor/therapists 

working under the supervision of Rian Counsel-

ling Service who had received a comprehensive 

induction training prior to beginning the project. 

Evaluation of the pilot project concluded that 

the project had been effective in providing an 

accessible, high quality, accountable counsel-
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ling/therapy service in line with the primary 

care strategy (Ward 2006). In August 2006 the 

project steering committee was successful in 

securing further funding to establish counselling 

provision at additional GP practices across the 

North East Area covering Counties Meath, Louth, 

Cavan and Monaghan. The service has now 

been running successfully in more than 50 GP 

practices since the end of 2006.

Current Status of the Primary Care 

Counselling Service

The PCCS is currently operational across 59 

GP practices in the North East with 15 counsel-

lor/therapists contracted to provide time-limited 

counselling for clients presenting with non-

complex psychological difficulties. The project 

has a full time administrator who is responsible 

for co-ordinating referrals and appointments 

and liaising with GPs and counsellor/therapists. 

Counselling is provided to patients of participat-

ing practices in Counties Meath, Louth, Cavan 

and Monaghan. Since 2007 more than 2,500 

patients have been referred to the project. 2009 

showed a significant increase in the number of 

referrals to the project with more than 1,000 

referrals received representing a 43% increase 

on numbers in 2008. This trend has continued 

in 2010 with a 40% increase in referrals to the 

project to date. Counselling is available to adults 

over 18 who are GMS or doctor visit only card 

holders. To date, approximately 5% of referrals 

have been from patients in receipt of Doctor 

Visit only cards. Service uptake varies across the 

North East region with the greatest demand cur-

rently being in Co. Louth (50% of referrals come 

from practices in Co. Louth; 28% from Co. Meath 

and 22% from counties Cavan and Monaghan). 

Model of counselling provision

Martin et al 2009 refer to the provision of 

psychological therapy to adults in primary care 

as a:

“new hybrid paradigm based on the fact 

that it draws skills from across a range of 

contexts and requires a broad generalist 

approach to a wide variety of presenta-

tions as well as the ability to focus in 

depth on complex issues across the devel-

opmental life span.” Martin et al. (2009)

 This suggests the need for experienced 

practitioners with a variety of skills and compe-

tencies. A comprehensive model of counselling 

provision was therefore developed for the PCCS 

which incorporates a number of key elements to 

reflect these requirements (see box below).

PCCS Model of Counselling Provision

Comprehensive Induction programme for  •	
 GPs and counsellors 

Counselling provision on site at the GP prac-•	
tice where possible. 

Pre-counselling information to GPs and   •	
 clients with agreed referral criteria and stan 
 dardised referral protocols

Client opt-in system •	
Standardised assessment process •	
Time-Limited therapeutic approach •	
Formal and informal feedback to GPs •	
Evaluation of outcomes•	
Established Clinical Governance Framework  •	

 managed by Rian Counselling Service (HSE)   
 to ensure provision of a quality service with  
 high standards through:

A comprehensive supervision process: —
Monthly group supervision with Rian  —

Counsellors
Regular individual supervision with an   —

 external supervisor
Standardised policies and procedures in  —

 cluding management of risk, child protec 
 tion, ethical issues etc.

Ongoing clinical audit to ensure service   —
 effectiveness

A centralised system for administration   —

 and records management 
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Referral profile

The PCCS is available to GMS or doctor visit 

only card holders only. It is a service for adults 

from age 18. Eligible clients can be referred 

for counselling by their GP or by a designated 

member of the primary care/practice team. As 

counselling provided is time-limited, it is most 

appropriate for clients who experience non-

complex psychological difficulties of an acute 

nature. The service utilises standard referral and 

eligibility criteria and a standardised referral 

form. Problems appropriate for time-limited 

counselling include mild depression or anxiety, 

stress-related problems, relationship difficulties, 

problems coping with illness or disability. Whilst 

reasons for referral to the project vary the most 

commonly reported problems are depression 

(28%), anxiety (23%) and relationship issues 

(19%). 

As the counselling service uses a time-

limited model it is essential that referrals to the 

project are appropriate in order to ensure the 

best use of the service and to facilitate positive 

outcomes for clients. Short term counselling in 

primary care is not recommended as the main 

intervention for severe and complex mental 

health problems, clients with personality dis-

order or those with a history of severe trauma, 

severe depression or anxiety. Clients who are 

assessed as presenting with these issues are 

referred to other appropriate services in consul-

tation with the referring GP.

The service uses an opt-in system which 

aims to maximise client motivation and to deter-

mine client readiness to engage in counselling. 

It involves the client confirming their decision to 

attend counselling following receipt of a written 

referral from the GP. To date, 75% of clients have 

opted in to counselling following referral by 

their GP.

The majority of clients referred are female 

(78%), reflecting the generally greater use of 

psychological therapies by women than men 

and related to the fact women are more likely to 

access their GP for help than men. In addition, 

research indicates that counselling may not be 

recommended to males as commonly as it is to 

women and that men are more likely to perceive 

that counselling should only be considered 

when a problem has become extreme. There is 

some anecdotal evidence that the gender effect 

in counselling is reflected in referral patterns 

whereby female GPs refer more patients to 

counselling than their male counterparts. 

Most clients who attend are aged between 

18 and 40 years. However, a significant number 

of those referred are older adults aged 65 years 

and older (7%). 59% of clients attending report 

use of prescribed medication. 

Waiting times

The service aims to offer rapid access to 

counselling in order to facilitate early interven-

tion with psychological difficulties. The major-

ity of clients (57%) are seen within six weeks 

from time of referral and commence ongoing 

counselling directly following their initial assess-

ment. Fixed term counselling contracts of up to 

eight sessions with a time-limited approach are 

offered with clients attending for an  average of 

six sessions. Where a clinical need is identified 

counselling contracts can be extended up to a 

maximum of 20 sessions. 16% of clients availed 

of extended counselling contracts during 2009.

Counsellor/therapists employ a range of 

therapeutic approaches based on the assessed 

needs of the client, the most frequently used ap-

proaches include cognitive-behavioural therapy, 

person-centred therapy and integrative therapy. 

Evaluation and clinical outcomes

The service uses the Clinical Outcomes in 

Routine Evaluation (CORE) System (Evans et al 

2000) to evaluate clinical outcomes. This system 

is widely used in counselling and therapy 

services, particularly in primary care settings, 

and utilises a self-report client measure and a 

form completed by the counsellor/therapist. The 
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measure is completed by clients at the start and 

end of therapy. 75% of clients seen for counsel-

ling between 2007 and end of 2009 scored in 

the clinical range at the start of counselling with 

79% of clients being identified as in the non-clin-

ical range at the conclusion of counselling. Clini-

cal outcome figures for clients who concluded 

counselling indicate that 64% of clients showed 

clinical and reliable change in terms of improved 

functioning and well-being, reduced symptoma-

tology and reduced levels of risk. This compares 

favourably with similar primary care services 

where the average rate of clinical and reliable 

improvement for counselling and therapy is 58% 

(Stiles et al 2006). 

Evaluation forms a central component of the 

project. As well as evaluation of clinical out-

comes, clients are sent a client satisfaction ques-

tionnaire at time of discharge. Client feedback 

regarding their experience of counselling has 

been positive to date with the majority of clients 

reporting high levels of satisfaction with the 

service in terms of counsellors’ ability to under-

stand their problems; experience of trust in the 

counsellor; positive experience of counselling, 

and a belief that counselling had been effective 

in addressing their difficulties.

Evaluation of GP views of the counselling 

service have indicated positive experiences in 

terms of how the service operates as well as 

the impact of counselling and perception of 

outcomes for clients referred. The majority of 

GPs who have provided feedback on the service 

have reported that they viewed counselling as 

an effective treatment strategy. In addition they 

have identified benefits in terms of a reduction 

in patient attendance for GP consultation and in 

changes to levels of medication prescribed for 

those who attended counselling. 

Counsellor/therapists have identified the fol-

lowing range of benefits for clients as a result of 

counselling received:

Enhanced coping strategies (73%) —

Improved day to day functioning (71%) —

Improved ability to explore feelings and  —

problems (81%)

Improved understanding (72%) —

Improved relationships (57%) —

Improvement in symptoms (68%) —

Bibliotherapy 

Bibliotherapy offers the benefits of psycho-

logical therapy to people who are experienc-

ing mild to moderate psychological difficulties 

involving the use of effective self-help books. 

The Primary Care Counselling service initi-

ated the development of a bibliotherapy scheme 

based on that developed by the North Dublin 

Psychology Service in Cavan, Monaghan and 

Louth. This was a collaborative project and in-

volved Rian Counselling Service and the public 

library services of Cavan, Monaghan and Louth. 

The scheme in the North East known as the Book 

Recommendation Scheme involves GPs and 

other health care professionals recommending 

specific books which have been selected on the 

basis of their effectiveness with particular prob-

lems to their patients/clients.

The effectiveness of Bibliotherapy has been 

well established in clinical research, with the 

best books producing results comparable to 

those of drug therapy or psychotherapy. Bib-

liotherapy has been recommended by the UK’s 

National Institute for Clinical Excellence (NICE, 

2004), as the appropriate first active treatment 

strategy in a stepped care programme for 

treating depression, anxiety and other mental 

health problems. Self-help books can be highly 

effective for some clients when used as the 

main source of help, or in addition to prescribed 

medication or counselling

Clients who are most likely to benefit are 

those who have a good level of literacy and mo-

tivation to work on tackling their problems. The 

recommended reading scheme in the North East 

allows health professionals including counsel-

lors in primary care and at Rian to confidently 



206

to a life that shines building trust

recommend relevant books to their clients who 

are presenting with mild and moderate psy-

chological problems. It offers a useful first step 

intervention for treating depression, anxiety and 

other mental health problems and is a positive 

adjunct to counselling. In the context of primary 

care counselling bibliotherapy is often used to 

enhance the work undertaken in counselling.

Disclosure of childhood abuse

A significant number of clients who attend 

the PCCS disclose or identify childhood abuse 

during their counselling, often for the first time, 

a trend reflected in other primary care counsel-

ling services (Martin et al 2009). The reason for 

referral may be a symptom of wider difficulties 

which only come to light in the context of the 

counselling relationship. Referral for long term 

therapy to address past abuse issues is facilitat-

ed by  well develolped links with Rian Counsel-

ling Service. 

Approximately 15% of all referrals to the 

NCS service in the North East originate from 

the PCCP project. PCCP referrals are the larg-

est source of 3rd party referrals to the service 

which reflects the finding by Martin et al ( 2009)  

that disclosure of abuse issues in primary care 

counselling is a significant issue. Martin et al 

estimated that 50% of clients attending primary 

care counselling disclose childhood abuse or 

trauma.

Childhood histories involving develop-

mental and acute trauma are common 

in primary care clients e.g. childhood 

abuse (sexual, physical, and emotional) 

and/or neglect, domestic violence, loss 

of a parent, having an alcoholic parent(s). 

The prevalence of these issues is at least 

50% in the services under discussion 

for trauma presentation in primary care 

counselling. (Martin, Hawkins, Hicks and 

O’Flynn 2008: 14)

Issues which have been highlighted from the 

development of the PCCS and the integration of 

the service with Rian include the key role played 

by the PCCS in offering clients a chance to be 

heard. 

Since the inception of the service it has been 

increasingly apparent that counselling in pri-

mary care offers an opportunity for intervention 

around specific issues but in addition gives a 

positive experience of a therapeutic relationship 

which can have powerful results. The experience 

of counselling in primary care can facilitate dis-

closure of past abuse experiences - often for the 

first time. Had PCCS counselling not been avail-

able it is likely that these clients would not have 

received the option of psychological therapy at 

this stage. This highlights the importance of the 

service in offering a chance to intervene earlier 

with problems related to abuse. 

Links with the NCS

The service offers an important bridge for 

clients into longer term counselling in a number 

of important ways. The client experiences a posi-

tive relationship with the counsellor in primary 

care which facilitates their ability to trust and 

subsequently to access counselling with the 

NCS. For many clients this initial relationship is 

key to accessing other services as trust has been 

such a significant issue for them in their lives.

Referrals from PCCS to Rian are discussed 

at monthly supervision meetings where  the 

purpose of the referral is considered carefully. 

In some cases those who have disclosed abuse 

remain within the PCCS when it is assessed that 

their needs can be met appropriately within a 

time limited contract. 

For clients who wish to tell their story and 

who do not wish to engage in long term therapy 

around abuse issues it is often more appropri-

ate to remain within the PCCS to conclude 

their therapeutic work rather than engage with 

another counsellor which is a move some clients 

find very difficult, particularly for those clients  
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where there first disclosure of abuse  was made 

to their counsellor in primary care. Clients 

referred from the PCCP to Rian are prioritised for 

allocation to ongoing counselling on the basis 

that they have begun a process of therapeutic 

work. It is identified that making the transition 

to Rian can be difficult. This is managed in a 

number of ways, including offering holding ses-

sions in primary care until a counselling space 

becomes available. Careful attention to transfer-

ence issues is also helpful. 

A key issue which has been debated by 

Rian and PCCS counsellors is the extent to 

which information about past history should be 

elicited in the context of primary care counsel-

ling where clients are being referred for generic 

problems such as anxiety and depression. The 

PCCP utilises a standardised semi-structured 

initial assessment process which encompasses 

a comprehensive history taking including 

exploration of childhood experiences. This as-

sessment was developed based on best practice 

and is founded on a number of premises: The 

assessment process is not a fact-finding process 

of extracting information from the client but 

should serve to help increase client insight into 

the nature or development of their problems. It 

should help to highlight strengths, resources 

and resilience regarding how clients have coped 

with difficulties in the past, and aims to serve as 

an intervention in as much as it provides an as-

sessment of client suitability for counselling.

In this regard exploration of past history 

is undertaken sensitively but provides a con-

text from which to understand how a client’s 

problems may have developed. The aim is to 

ensure “the client feels both seen and held 

which reduces anxiety, and generates a sense of 

hope that their difficulties will be manageable.” 

(Martin et al 2009). 

The primary care counselling service thus 

operates from an ethos which views “asking the 

question” about past experiences as important 

and appropriate. This is based on the premise 

that by asking such questions the counsellor 

communicates to the client an openness to hear 

about traumatic experiences and acknowledges 

that such problems exist and can be addressed. 

The importance of asking the question regarding 

past abuse experiences was highlighted in the 

SAVI report which found that 41 % of those sur-

veyed had never disclosed past abuse (McGee 

et al 2002) prior to participating in the study and 

that they welcomed being asked about this is-

sue. In the experience of the North East Primary 

Care Counselling Service clients often report 

a sense of relief at being asked about these 

experiences, for many clients it is an indication 

that they can be believed and it opens the door 

to another life where abuse can be talked about 

and dealt with. Thus it could be argued that pri-

mary care counselling serves a crucial function 

in providing an opportunity to intervene earlier 

in the development of problems related to the 

sequelae of childhood abuse.

The primary care counselling service offers a 

valuable role in preparing clients for longer term 

therapy. Experience has shown that targeted 

work with the primary care counsellor to ad-

dress active symptoms such as panic attacks 

as well as building coping skills, improving 

resources,  and developing tools to self soothe 

all serve to provide a useful foundation for lon-

ger term  therapy which addresses past abuse. 

In the experience of Rian counsellors, clients 

“assessment 
should help to 

highlight strengths, 
resources and 

resilience”
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referred from PCCP are often “ better prepared” 

to engage in the process of therapy having had 

a positive experience of a therapeutic relation-

ship and built a stable foundation of coping and 

support. Such a stable foundation and ability to 

engage therapeutically are significant contribu-

tors to positive outcomes in therapy  (Lambert 

2004).

The case of one client Mary [not her real name] 

illustrates this experience:

Mary, aged 42, was referred to the PCCP 

because of anxiety and depression which she 

had experienced intermittently over a num-

ber of years. The GP had recently prescribed 

anti-depressants to address an acute episode 

which had been triggered by the birth of 

her youngest child. During the period of her 

attendance at counselling, as Mary began to 

explore the source of some of her negative 

thinking, it became apparent that many of 

her core beliefs about herself linked back to a 

childhood history of severe neglect and phys-

ical abuse. The PCCP counsellor explored the 

option of referral to Rian who though initially 

reluctant to change counsellor agreed to 

the referral. continued to attend at the PCCP 

whilst awaiting an ongoing counselling place. 

When she began attending ongoing counsel-

ling with Rian Mary was able to utilise the 

coping skills she had learnt to enhance her 

work in therapy. Mary has been attending 

Rian for two years now and is making very 

good progress in addressing a traumatic his-

tory of abuse. Mary has commented on more 

than one occasion that she “would never 

have dealt with her past” were it not for her 

initial attendance at the PCCP. 

This case demonstrates the importance of 

the primary care counselling service to helping 

clients to access longer term counselling with 

the NCS for past abuse issues. It also highlights 

the value of work done with clients in building 

coping skills and resources.

Building trust

It has been noted that for clients who experi-

ence PCCS counselling positively that their 

overall perception of and engagement with 

other HSE services also improves. As the client 

begins to place trust in the counselling process 

their capacity to trust other services is enhanced 

with positive benefits for the clients’ overall 

mental health.  This process is facilitated by the 

accessibility of primary care counselling which 

is located onsite at the GP practice. This helps 

to reduce the stigma associated with availing of 

mental health services and for many clients who 

refuse to engage with services, the primary care 

counselling service is often seen as an accept-

able option thus for many clients it serves as a 

stepping stone to other mental health services. 

Role of  NCS counsellors as supervisors

Since its inception, Rian counsellors have 

had  a role with the primary care counselling 

service acting as supervisors to PCCS counsel-

lors. Rian counsellors have commented posi-

tively on their involvement, as it has offered 

an opportunity to hold a  therapeutic role of 

enhanced responsibility. Counsellors report 

finding the work engaging and energising and 

describe it as having a “different impact” than 

the work of their main case load. In particular 

as a broader range of issues present in primary 

care, counsellors report that the work is “lighter”. 

Involvement with the project has also facilitated 

counsellors to develop skills in other domains 

including supervision (individual and group), 

case management and budgeting.

Risk management 

A positive benefit of the PCCP being based 

onsite at the GP practice is the link with the GP 

and other practice staff. This facilitates commu-

nication and allows consultancy regarding refer-
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rals and other issues. It is particularly helpful for 

clients who present with risk issues related to 

suicide and self-harm. 

Clear boundaries

The boundaries of the counselling relation-

ship and the relationship between counsellor 

and GP differ from the relationship that exists in 

other settings such as that between NCS coun-

sellors and the GP. In primary care there is an 

expectation on behalf of the GP that some level 

of feedback regarding client progress will be 

provided. The client seeing the counsellor based 

within the practice also perceives that there will 

be communication with the GP by the counsel-

lor. As in any setting these boundaries need to 

be established, agreed and discussed particu-

larly with clients who might have concerns 

about confidentiality in small rural practices. 

One of the ways in which the need for enhanced 

information sharing is addressed is through a 

standardised feedback system to the GP which 

updates the GP on the status of the clients 

progress through counselling [ i.e. whether they 

are attending, concluded etc] without disclosing 

details of the process. A summary report [using 

a standard template] is provided to the GP at the 

time the client concludes counselling which out-

lines work undertaken and includes recommen-

dations for further support or services. These 

summary reports have served to educate GPs as 

to the nature of the work undertaken in primary 

care counselling.

Conclusions

The North East Primary Care Counselling 

Service offers a model of counselling provision 

which is effective in providing a widely acces-

sible, high quality counselling/therapy service by 

experienced and qualified staff which is suitable 

for addressing non-complex psychological diffi-

culties at primary care level. Evidence to date in-

dicates the service has yielded positive benefits 

for clients, in terms of clinical outcomes and 

access to other services such as the NCS and for 

other HSE services, by enhancing confidence 

and trust in other services such as mental health 

services and by facilitating more appropriate 

referral to and usage of such services.

Key learning to date indicates that educa-

tion of GPs and other professionals is essential 

to facilitate appropriate referral and use of the 

service. In addition preparation of clients pre-

counselling, through provision of standardised 

information and encouragement to attend 

counselling by their GP, enhances motivation 

and readiness for counselling. Standardised 

frameworks such as the assessment and record 

keeping protocols help to facilitate and maintain 

best practice. 

Integration with other health services in 

particular mental health services is essential and 

also offers a challenge to the project given the 

nature of how the project is structured. In the 

long term using a contract model rather than 

employing counsellors is likely to create difficul-

ties in terms of the sustainability and develop-

ment of the service as it is difficult to retain staff 

and loss of counsellor/therapists is also a loss of 

valuable experience. 

Other limitations of the service include the 

fact that at present it is only available to GMS or 

Doctor Visit Only card holders. There is recogni-

tion and demand from GPs and other health 

care professionals that the service be expanded 

to enable other clients who have limited finan-

cial means, but who exceed GMS criteria, to 

access the service. This is currently beyond the 

financial capacity of the service.

With the development of HSE primary care 

teams and networks consideration needs to be 

given as to how the service will fit with newly 

developing teams. Based on experience to date 

the primary care counselling service would 

offer a useful addition to the range of services 

provided by primary care and PCCS counsellors 

have a valuable contribution to make to teams 

and ultimately to the service provided to clients. 
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Abstract

Prior to the establishment of the National 

Counselling Service in 2000, access to psy-

chological therapies for individuals who had 

experienced childhood trauma was limited to 

two routes – private therapy or psychiatry. Each 

had its own cost: monetary in the former, the 

stigma of a psychiatric diagnosis and a lack of 

choice in treatment modality in the latter. This 

article charts the experiences and personal re-

flections of two NCS therapists before and after 

their employment with the NCS. It highlights the 

diversity and richness of training and experience 

which exists within the NCS staff group as it has 

developed over the past 10 years. The article 

also elaborates on the shared ethos and values 

that exists amongst counsellor/therapists which 

facilitates a unity of purpose in the work with 

clients. 

Damian Price - A Personal Reflection

Returning to Psychiatry

After some 14 years working in general hos-

pitals, I returned to work in an acute psychiatric 

admissions unit in the early 1990s. What struck 

me fairly quickly was that not a lot had changed 

in the role of a psychiatric nurse in that time. 

We were still getting people out of bed in the 

morning, trying to motivate patients to go to oc-

cupational therapy, and giving out medications. 

While we were of course encouraged to talk to 

our patients, there was no systematic approach 

to this. We were operating from what is referred 

to as ‘the medical model’ of psychiatric prob-

lems or mental ill health – medication being the 

primary tool for dealing with patients’ distress 

and dysfunction.

Allied to this, what registered with me was 

the number of patients disclosing histories of 

sexual, physical and emotional abuse, some 

of it so disturbing that the images that were 

conveyed to me then remain with me to this 
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“Sharing with someone who would 
listen and not balk at the awful detail of 

their experience somehow eased the pain”

day. I recollected nothing from my training in 

the mid-1970s that had prepared me for this, nor 

even hinted at its existence. I recall Professor 

Anthony Clare, on his return to Ireland after a 

distinguished career in the UK, with (inter alia) 

the BBC’s ‘In the Psychiatrist’s Chair’, com-

menting on some of his elderly patients’ lack of 

vocabulary for the abuse that they had endured, 

such was the secrecy and the shame associated 

with literally unspeakable acts. The patients I en-

countered who gradually grew to trust me had 

been admitted to a psychiatric hospital with a 

variety of diagnoses from depression to schizo-

affective disorder. Yet underlying many of these 

diagnostic terms lay stories of trauma, trauma 

that could easily explain many of the symptoms 

they complained of or exhibited.

At this time there was a shift in Irish society 

and culture. Images began to emerge of priests 

being publicly arraigned for sexual abuse. I 

recall the slow motion television pictures of men 

of the cloth entering and exiting courts which 

seemed to emphasise their powerlessness as 

they were caught in a legal net from which they 

could no longer escape. The moral power of the 

Catholic Church to dispense advice on how we 

should live our lives was starting to disintegrate. 

Ireland was embarking on a journey away from 

a culture of chastity which prevented open dis-

cussion of all things sexual, which had by exten-

sion  made sexual abuse more difficult to deal 

with or consider, towards a more open society.

For survivors of abuse living in distress there 

were limited options available. In order to tell 

their stories, they had to receive psychiatric 

assessment, be given a psychiatric diagnosis, 

and almost always accept medication as part 

of the solution to their declared difficulties. The 

National Counselling Service did not exist in the 

early 1990s. As patients they did not then have 

the opportunity to learn that much of what they 

experienced as a reaction to their trauma was 

‘a normal response to abnormal events’. If their 

neurotransmitters were awry in some way then 

it was simply too simplistic to separate out a 

biological explanation as being the sole cause of 

their expressed ‘dysfunction’. The nature/nurture 

dichotomy is a false one because these domains 

are interdependent, one affecting the other and 

vice-versa (Cacioppo & Berntson, 1992; Rutter, 

2006; Toates, 2001).

As a psychiatric nurse trying to work with 

these patients I became aware that talking about 

their experiences helped. Sharing with someone 

who would listen and not balk at the awful detail 

of their experience somehow eased the pain. 

I became conscious of my lack of knowledge 

and skill in this area. Empathy and a listening 

ear were not enough. Such individuals needed 

more expert guidance on a journey that, if they 

felt able or willing to embark upon, would be dif-

ficult. They required someone with a knowledge 

of how trauma affects the mind. 

So, by the mid-1990s, I began a search for a 

different way to be help people struggling with 

these and other life issues. I was lucky to meet 

some interested and supportive profession-

als along the way who not only supported me 
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in working with these individuals, but helped 

point me in the right direction with regard to 

psychotherapeutic education. By the time I had 

completed my training the NCS had been estab-

lished and was already a few years in existence. 

I had watched its coming into being from the 

sidelines, admired its modus operandi of respect 

for client and therapist, giving both the space to 

do the requisite work, and had hoped that one 

day I might be able to be employed within it. 

That wish was fulfilled in 2004.

Dawn Nance - A Personal Reflection

Feeling at home in the NCS

My own journey in working with trauma 

and later working within the NCS has been an 

interesting and perhaps an unconventional one. 

Following completion of a Masters in Educa-

tional Psychology in the USA, I was employed 

as an Addictions Counsellor in the then Eastern 

Health Board and moved from my home in 

Seattle, Washington to Ireland. Coming straight 

from academia, I had limited real or practical 

experience with either addiction or trauma. The 

experiences I had attained in America, some 

of which included work with the psychiatric 

services, such as working with severely behav-

iourally disturbed children, did not fully prepare 

me for this new role. 

I quickly realised in my role as a counsellor, 

in a multi-disciplinary team, within a methadone 

maintenance clinic, that many of the clients 

attending the clinic had also experienced some 

kind of abuse or trauma in their background. 

Over the years I worked in the clinic, I began 

to see a strong correlation between abuse and 

addiction. Many of my clients revealed their 

own difficult circumstances in childhood in the 

course of their addiction counselling. It became 

clear to me that for many of these clients, the 

addiction was the symptom not the core issue. It 

was difficult to help individuals overcome their 

addiction without addressing their core abuse 

issues, and yet addressing these issues while 

being maintained on a drug like methadone was 

quite difficult. An additional problem in resolv-

ing the trauma issues within this population was 

that, as the client accessed their feelings about 

their experiences, they often destabilised. 

The primary treatment approach in the centre 

where I worked was from a medical/psychiatric 

perspective and relied heavily on medication. 

The team was in fact led by a Consultant Psy-

chiatrist and consisted of General Practitioners, 

nurses, counsellors, pharmacists, and a com-

munity welfare officer. Many of the core staff 

approached clients using the same medical 

model methods. While the idea of counselling 

was loosely supported and seen as a part of the 

treatment for clients within limits, Psychothera-

py was not fully supported, nor fully understood, 

by many team members. Some of the team 

members did not understand the importance of 

therapeutic boundaries, nor the relevance and 

key component of dealing with the underlying 

issues in order to assist the client in stabilisa-

tion and recovery. Furthermore, the dynamic of 

the hierarchical system in which the treatment 

centre operated, mirrored the hierarchical nature 

of families and society in which abuse was al-

lowed to flourish and stay hidden. The issues 

weren’t just the drug and the addiction, or even 

just the traumatic childhood events, but also 

the environment in which the individual lived. 

At times even the environment of the clinic 

“Over the years I 
began to see a strong 

correlation between 
abuse and addiction”
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mirrored the chaos and dysfunction from which 

clients had come. It became clear to me over 

time that something more was needed with to 

work with these clients to help them break out of 

the cycle in which they were trapped. However, 

getting to the core trauma issues and beginning 

to resolve them was very much thwarted by the 

numbed and dampened feelings resulting from 

the medication. Working in this way was often 

very frustrating. 

Another issue that frequently arose in work-

ing with addicted clients was the marginalisa-

tion and dehumanisation that they experienced. 

These human beings, who came to this troubled 

place in their lives, often after having experi-

enced horrific childhoods of abuse and neglect, 

were then further marginalised by the stigma-

tisation of the addiction label. Although there 

were some very good and dedicated people 

working in the team, I was struck by the ten-

dency of staff to treat the clients like numbers 

and at times like they were less than human. I 

acknowledge manipulation and lies are often 

implicit in this illness, making it difficult at times 

to effectively provide a service to them. How-

ever, we are all capable of making mistakes and 

drug addiction seems to be an equal opportun-

ist, crossing all strata of society. Regardless, we 

are all human beings who deserve dignity and 

respect.

I became very aware from this work of how 

society marginalised this population and some 

parallels that exist between the addict and the 

survivor of childhood abuse, and indeed how 

they could often be one and the same. The 

individual who experienced abuse in childhood 

often experienced marginalisation by society, 

family or both. It is only in recent times that Irish 

society has begun to become truly aware of the 

depths of abuse and neglect that exist and ex-

isted in Ireland. As an outsider, I was astonished 

to learn of the many ways families, organisa-

tions, religious societies, etc kept horrific abuses 

secret and turned their wrath instead on the 

victim. Perhaps this, psychologically speaking, 

has something to do with Ireland’s history,but, 

regardless, the sacrifice of numerous childhoods 

for the sake of what ‘others’ would think or say 

I found profoundly disturbing. The Taoiseach’s 

apology on behalf of the State to victims of 

abuse in 1999 and subsequent setting up of 

the National Counselling Service were all steps 

towards acknowledging these wrongs. It is 

through the work of various individuals and or-

ganisations that the once oppressed survivors of 

abuse have begun to have a voice and be heard, 

yet much more work is still needed to prevent 

future generations from suffering a similar fate.

Too often people with difficulties, which 

have resulted from traumatic experiences in 

childhood, are misunderstood and labelled. 

Society seems to only be coming of age in its 

understanding of the long lasting effects these 

experiences can have. In my experience, many 

who have struggled for years with psychiat-

ric labels eventually found healing and relief 

through psychotherapy. When we stop looking 

at the psychological and emotional effects of 

childhood abuse as abnormal and reframe it in 

terms of a normal response to abnormal events, 

we can better understand the individual who 

experienced abuse and better help them to heal 

themselves.

There is a much debate about which theoreti-

cal approach is most effective when working 

with clients with traumatic abuse histories. How-

ever, time and time again research has shown 

that therapeutic outcome of therapy is most 

reliably dependent on one aspect of therapy, the 

therapeutic relationship (Krupnick et al., 1996; 

Freeman, Mahoney & DeVito (2003)). This in-

forms us that our ‘being’ with the client is more 

important than which therapeutic approach or 

tool we use. This is one of the wonderful aspects 

of working within the NCS. Despite the vary-

ing approaches or theoretical perspectives a 

counsellor/therapist may have come from, the 

work is supported by the team and organisation. 
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This support offers the respect for the therapists 

as professionals which creates an atmosphere of 

freedom for the therapist to work creatively with 

clients in whatever way is best suited to their 

needs. While we all come from a wide variety of 

backgrounds, approved training programs, and 

theoretical approaches, we all work toward the 

same goal and with the same ethos.

When the opportunity arose to work within 

the NCS in 2001, I jumped at the chance. I was 

immediately impressed with the humanistic 

approach toward clients and the professional 

atmosphere of the service. I was also impressed 

by the working relationship of the team who 

came from various backgrounds, theoretical 

approaches and experiences. Most of all, I was 

relieved to be a part of an organisation which 

placed the needs of the client first and provided 

a service of excellence to a group who had pre-

viously experienced a large degree of marginali-

sation.

I was also struck by the range and scope of 

experience and knowledge which my colleagues 

brought to the work. Each team member had 

interesting and rich work life experiences from 

which they contributed a wealth of knowledge 

and understanding within the team. I felt sup-

ported in my work with clients by my colleagues 

and by the National Counselling Service as a 

whole. We shared a collective goal in providing 

a confidential and safe psychotherapeutic space 

for clients to enable them to work through and 

heal from the traumas of their childhoods. This 

service was unlike any I had previously encoun-

tered. 

My experience of the NCS was further en-

riched through attendance of the then Annual 

national conference. This was an opportunity to 

meet members from the 10 teams working in the 

NCS from around the country. I was amazed by 

the vast knowledge and experience around the 

country and again by the varied work experienc-

es each therapist brought to the NCS. We came 

from social work, psychology and psychiatric 

nursing backgrounds within the HSE as well 

as in the private sector, as well as from other 

countries, and brought with us experiences of  

working with a variety of issues such as eating 

disorders, addictions, domestic violence. It was 

incredible to be a part of such an organisation, 

and to be there nearly at the beginning. It is not 

often in life that you have the opportunity to 

contribute toward shaping the development of 

such an organisation.

On a personal level it has been a wonderful 

experience to be part of the NCS conference 

planning committee, especially as it marks our 

10th anniversary. The NCS is a unique organisa-

tion, and I have enjoyed the nine years I have 

been a part of this important service. It is a 

lovely thing to be able to enjoy your work, and 

to derive satisfaction from knowing that your 

work means something. It is a privilege to join 

clients on their journeys toward healing and self 

discovery. I feel privileged to work for the NCS.

 A shared philosophical approach

“Space, the final frontier …”, began Star Trek’s 

memorable opening lines, as it suggested that 

our earth had been fully explored and all that 

remained to be discovered was the vastness of 

space. In many ways, in terms of the internal 

world of the body, the brain is the final frontier. 

Undoubtedly we are only in the very embry-

onic stages of understanding the brain, and its 

psychological correlate, the mind (Bolton and 

Hill, 1996; Toates, 2001). Its complexity is such 

that no overarching theory has been yet possible 

that explains all our behaviour, our thinking, our 

interaction with the world. 

The best we can produce at this stage in 

our history are multiple attempts from differ-

ent perspectives at different levels of analysis. 

And perhaps that is the best we will ever arrive 

at because  what we are trying to describe and 

understand is simply too multifaceted to allow 

for simple reductions to one level of analysis or 

perspective. At present psychological models 
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of human functioning are a mix of interweaving 

and sometimes contradictory hypotheses that 

create an incomplete jigsaw. Some pieces may 

be replaced with better, more accurate, pictures 

of functioning in particular areas. Others may 

become better focussed, resulting in a deeper 

understanding of an already established area 

of research. Psychiatry, which in recent decades 

appears to be putting all its eggs in the biologi-

cal basket (Bentall, 2009) is, by definition, the 

study of abnormal behaviour and thinking. His-

torically it’s easy to see how that which wasn’t 

understood could be labelled as strictly ‘abnor-

mal’. However, recent research into psychosis 

and delusions is showing that human thinking 

and behaviour can be understood to be on a 

continuum – that is, not divided into normal and 

abnormal, but merely along a spectrum of pos-

sible behaviour given the circumstances (Beck 

& Rector, 2000; Carpenter, 2001; Fenton, 2000; 

Haddock et al, 1998). In addition, the American 

Psychiatric Association’s classification of mental 

disorders using the DSM-IV (1994), which is used 

to determine treatment, has been criticised as 

unscientific and unreliable since the disorders 

described are not discrete and cannot be diag-

nosed in the same way as physical illness with 

the help of x-rays or biochemical tests (Bentall, 

2009; Hayes et al, 2001; Mahrer, 2007; Zur and 

Nordmarken, 2010).

Clearly there is a role for both psychiatry and 

medication in people who are disturbed and 

for whom other approaches have not worked. 

Recent advances in brain imaging technology are 

beginning to show the physiological connections 

between what we do and what we think and feel, 

and how we experience our internal and external 

worlds (Myers et al, 1992; Raine et al, 1997). The 

research is ongoing, but we are very far off prov-

ing a biological causative correlate for human 

mental ill health (Crittenden, 2008; McGuire et al, 

2007; Rutter, 2006). The holy grail of finding the 

gene or genes for schizophrenia, for example, 

remains elusive. 

In essence, we propose that a phenotypical 

rather than a genotypical explanation for human 

psychological distress is more functional when it 

comes to helping people – an approach that we 

believe is characteristic of the National Coun-

selling Service for adult survivors of childhood 

abuse. A genotype is the genetic makeup of an 

individual or organism inherited from parents 

via our DNA. A phenotype, on the other hand, is 

the result of the interaction of the genotype and 

the environment so that what happens to us is 

also of immense importance in determining the 

individual that develops, along with whatever 

physiological and genetic malfunction we might 

have inherited through our genes. The earlier 

that an individual experiences traumatic events 

and deprivation, the more potential there is for 

damage to his or her healthy growth. Thus, we 

personally find it useful in our work to refer to cli-

ents’ phenomenological experiences as “normal 

reactions to abnormal events”. It de-stigmatises 

that experience, removing the blame for what 

may have been the best response they could 

have come up with at the time, but which now 

is dysfunctional or has created problems in their 

lives. As therapists we have found working from 

this position to be a more effective method of 

helping clients work through their trauma as it 

allows some kind of resolution which in turn can 

enable clients to move on with their lives in even 

more productive ways.

“It is a privilege to 
join clients on their 

journeys toward healing 
and self discovery.”
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Abstract

The Counsellor Forum is a working group 

within the National Counselling Service (NCS). 

It is composed of a representative counsellor/

therapist from each of the 10 services around the 

country. Issues for discussion at the forum are 

identified and brought by the reps to the forum 

meeting. 

Past to Present – The first 10 years

The idea of a forum for counsellors was 

raised during the first year that the NCS was 

established. Discussions centred round what its 

function would be and in what format it would 

exist. Directors of counselling were the primary 

link to other directors and teams prior to the 

establishment of a forum, with emphasis in the 

early stages of the development of the NCS on 

planning and policy making. 

The main aims of the forum are:-

To reflect on the needs of the service, the •	

clients, and the counsellor/therapists

To provide a place to discuss clinical and •	

professional issues

To serve as a communication network be-•	

tween counsellor/therapists nationally for the 

purpose of sharing information and ideas

While counsellor/therapists met others out-

side their own teams at the occasional training 

workshop the only structured contact was at the 

NCS conference. NCS conferences ran annually 

until 2007 when they stopped due to budgetary 

constraints throughout the HSE. NCS conferenc-

es offered a valuable opportunity for counsellors 

to link together and share resources and ideas. 

The Counsellor Forum has taken an active role 

at conferences.

“At the first conference in 2000, there was 

a growing sense of national ‘connectedness’, 

which then seemed to fade until the next one in 

2001. The forum was set up as a way to maintain 

that national connection and identity. It pro-
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“The forum has been a place where 
frontline staff have been able to share 
thoughts and views on how we work”

motes and develops the experience at counsel-

lor/therapist level of being part of a national 

service, and has given the opportunity for 

inter-team sharing of ideas and experiences and 

learning.” (Margaret O’Mahoney, Chair of Forum 

2002)

Given that the NCS is a nationwide service 

it is natural for differences to emerge in how 

each team operates. The forum has been a place 

where frontline staff have been able to share 

thoughts and views on how we work locally and 

how we can share resources nationally. Each of 

the 10 services have different challenges that 

impact on how the team operates. For example, 

some teams meet monthly as, having a large 

geographical area to cover, more frequent meet-

ings are not possible. Other teams are able to 

meet more frequently. 

The forum has facilitated counsellors to 

maintain a sense of connection to the national 

service. After 10 years, it is a significant achieve-

ment that there is continued interest in being 

a forum representative. Ongoing links to the 

Directors’ Group have been maintained via 

liaison directors which has facilitated a flow of 

communication between directors and counsel-

lor/therapists.

Future – the next 10 years

The NCS is at an interesting place in its his-

tory. The work of the Commission has conclud-

ed, and the aftermath of the Murphy and Ryan 

reports are still being felt by wider society in an 

unprecedented way. It is hoped that, with the 

publication of these reports there is a significant-

ly reduced stigma for people to seek counselling 

and psychotherapy. Certainly results from the 

NCS client evaluation which is completed by 

service users reveals encouraging signs of this. 

There have been other changes over the last 

ten years. For example, several aspects of the 

work that were in place at the outset of the NCS 

such as time and financial support to attend 

training/seminars/workshops, and contact with 

colleagues nationally, have reduced signifi-

cantly. It would be useful to reflect on what toll 

the absence of these resources may take on 

counsellors and to consider how this impacts 

on the quality of service currently provided. It 

is important to acknowledge the potential for 

vicarious traumatisation as trauma work can be 

hugely challenging to staff at all levels. 

The forum can offer a supportive space to 

acknowledge this impact and to explore other 

ways in which we might come to share our 

experiences and knowledge with each other and 

with other health professionals. Balancing client 

case loads and maintaining the quality of the 

service through continuous professional devel-

opment of the counsellor/therapist is another 

way that we can keep burnout at bay. The forum 

will continue to do its part to maintain debate 

and discussion on issues and concerns affect-

ing the service, our clients and communities, as 

well as counsellor/therapists, both at a local and 

national level. 
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Abstract

It has been well recognised that the adminis-

trative staff of the National Counselling Service 

(NCS) play an important role in the operation of 

the service not only from an office management 

perspective but also in the maintenance of the 

NCS ethos and value base.  This paper reports 

on a survey of NCS administrative staff under-

taken in June 2010.  Responses are analysed 

and specific themes elicited.  Common themes 

are noted and recommendations for the future 

outlined.

 

Introduction

From the beginning it was recognised that, 

given the sensitivities of the NCS client group, 

the recruitment and selection of admin staff 

would be important to the establishment and 

development of a counselling service for adults 

with a history of childhood abuse.  In preparing 

for this anniversary publication it was felt appro-

priate to review these underlying assumptions 

and get a snapshot of the views of admin staff at 

this point in the life of the National Counselling 

Service.

 Fidelma Conboy, Office Manager, at the 

NCS Service in Sligo/Leitrim and Tom McGrath, 

Director of Counselling developed a question-

naire (see Appendix) for the task and undertook 

an email survey of all admin staff in the NCS 

during the month of June 2010.  Eleven respons-

es from a potential total of 17 were received.  

The following is an analysis of these responses 

and a discussion of the themes. Finally, some 

of the challenges for the future of the NCS are 

outlined.  

Experience as an NCS admin staff member 

The predominant theme from the sample of 

responses was one of fulfilment and satisfaction.  

Staff described a fulfilling and challenging role 

involving high level office management skills 

but also, very importantly, people skills and 

sensitivity to client needs.  Some respondents 
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“Part of the fulfilment of the job 
is witnessing clients progress along 

their personal journeys in therapy”
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recalled their first year in the service as being 

very difficult.  They felt upset for clients and 

horrified by the darker side of human nature, 

particularly in relation to the disclosures of 

systematic institutional abuse.  The realisation of 

the magnitude and extent of childhood abuse, 

as well as its serious long-term consequences, 

was difficult for some staff to assimilate and for 

some admin staff this may have represented a 

sort of personal trauma in itself.  

Office staff also display a firm belief in the 

benefits of counselling/therapy.  Part of the 

fulfilment of the job is expressed as observing 

clients progress along their personal journeys in 

therapy.  Admin staff reported feeling proud to 

be part of an important service which is meeting 

the therapeutic needs of a worthy group of cli-

ents.  Office staff also have a clear sense of their 

own value and in the contribution they make 

to the overall delivery of a high quality client-

centred service.

It was indeed very reassuring that in almost 

all responses the role of the admin person as 

often the first point of contact for clients was 

acknowledged.  It seems that the service ethos of 

accessibility, respect and client-centred working 

has very much been taken to heart by admin staff 

and engaging with clients is seen as an intrinsic 

and rewarding aspect of the job.  Meeting clients 

on a daily basis was reported as a greatly enjoy-

able aspect of the work and involved an opportu-

nity to give a positive image of the service from 

the client’s first contact.  Answering the phone to 

clients and other members of the public was also 

recognised as an important part of presenting 

the service in positive and inviting way.   

Some staff expressed a sense of professional 

liberation in that the post can offer a high level 

of independence. With this comes responsibility 

and a need to take initiative and work with other 

team members at a high level.  This is seen by 

many as a challenging and enjoyable aspect of 

the role.  Most respondents expressed satisfac-

tion with team working and felt their contribu-

tion and input was welcomed.  Others hinted at 

difficulties in the relationship with some coun-

sellor/therapists who may not fully appreciate 

the comprehensive role that admin staff play, 

particularly with clients.  

In some areas there is no direct admin line 

management and admin staff report directly 

to the Director of Counselling.  It was acknowl-

edged by some respondents that some Directors 

of Counselling had little experience at the begin-

ning of the service of managing admin staff and 

most admin staff had little experience of report-

ing to a Clinical/Professional post holder.  No 

doubt this led to interesting fumblings on both 

sides in the early years of what was a very new 

service model.

Perceived changes in admin role 

Increase in workload was highlighted by 

many respondents.  The increase in referrals and 

queries following the Ryan and Murphy reports 

in 2009 was highlighted as having had a particu-
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larly significant impact on the workload of office 

staff. The impact of the HSE travel ban was also 

highlighted as having had a negative impact on 

admin staff training and networking opportuni-

ties.  Previously NCS admin staff met once a 

year. This has not been possible for the last three 

years and the isolation of the post, particularly 

for those admin staff who work single-handedly, 

has been exacerbated by this lack of opportunity 

to meet with peers and reflect on the work.  This 

issue will need to be reviewed in the coming 

year as a priority.  Admin staff also reported on 

the frustration of not having absent members of 

staff replaced when on maternity leave or absent 

for other reasons.  

The contribution of admin staff to the develop-

ment of the NCS

It was interesting and inspiring to note that 

most respondents began by highlighting their 

responsibility to ‘meet and greet’ clients as play-

ing an important role in the success of the ser-

vice.  Office staff feel that they play an important 

role in demystifying counselling/therapy and 

helping to make clients feel at ease and comfort-

able.  Admin staff recognise that they have a 

different perspective than counsellor/therapists 

and can sometimes act as advocates for the cli-

ent having this ‘Ordinary Joe’ viewpoint.  Having 

this identification with the client is a continuing 

theme within the responses and admin staff 

seem acutely aware of the shame and embar-

rassment experienced by many clients when 

they first access the service.

The smooth running of the service from 

an office management perspective was also 

acknowledged.  The necessity for a high level of 

proficiency in all the aspects of office manage-

ment was highlighted, including financial, filing, 

typing, health and safety, appointments diaries, 

database management and an ability to deal 

with the unexpected when it arrives.  Finding so-

lutions to problems is seen as a necessary part 

of the initiative required for this post in the NCS.

Experience of working with clients

Respondents generally reported a high level 

of fulfilment in the work and that they take pride 

in seeing ‘the difference in clients after perhaps 

two or three sessions with a counsellor/thera-

pist.’ 

 ‘I love this work’ is perhaps a sentiment that 

we do not hear enough of in the current HSE but 

it is very encouraging to hear this from some 

of the NCS admin staff.  Staff feel proud of the 

impact the service has on people’s lives and  

describe how clients will often thank the office 

staff for making it easier for them to engage with 

the service at the start of their counselling. It is 

clear that admin  staff do have a sense of the im-

portant role they play in the overall package that 

is the NCS.  This deserves to be acknowledged 

across the NCS, particularly at this moment in 

its history.

Admin views on what clients find helpful about 

the NCS

Many admin staff cited the importance of a 

client being made feel welcome on their first 

visit as something they felt clients appreciated. 

In addition they highlighted the need to ensure 

clients are given time on the phone to ask ques-

tions and are not rushed.  Admin staff empha-

sised the importance of clients being respected 

and made to feel at ease whether on the phone 

or at the counselling centre and admin staff try 

to make the referral process as positive an expe-

rience as possible for all clients.  

Being able to self-refer was cited by staff as 

helpful for clients as well as feeling reassured 

that the service was non-judgmental, confiden-

tial and respectful.  Some respondents felt that 

clients can develop a special bond with admin 

staff as the first people they get to know in the 

service.  Many of us will acknowledge this in 

that our clients will often talk very fondly of the 

admin staff.  

Some respondents touched directly on the 

NCS ethos in describing how the ‘service sees 
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clients as whole people and not just as their 

presenting problems, they are respected as 

individuals.’ The specialist nature of the NCS 

was also acknowledged and celebrated in some 

responses.  ‘Our service is unique and on the 

whole has positive feedback.’

Future development of the NCS 

In relation to how the NCS needs to develop 

into the future, admin staff highlighted the need 

for better awareness of the NCS by other HSE 

services.  Ten years on it is still evident that 

some local HSE services are unaware of the spe-

cific role of the NCS.  Better internal HSE adver-

tising of the service would benefit in this regard.  

However, it was also acknowledged that NCS 

staff need to constantly update their directories 

of local HSE services so as to remain profession-

ally linked-in and also enable NCS staff to help 

clients access other HSE services as needed.  

Office staff also felt that the NCS should 

broaden its accessibility, particularly within 

community-based structures.  Respondents 

highlighted that the NCS has a role in working 

with others to develop better mechanisms for 

child protection, in particular the tracking of 

known offenders. Other respondents highlighted 

the need to adapt to client needs as they evolve 

and also to open up the service to other client 

groups.

Wishes for the future of the NCS

A variety of both humorous and serious 

wishes were expressed:

“I would like to see the waiting lists 

abolished.”

“I would definitely recommend that all 

admin staff be afforded the opportunity to 

meet at least once per year.”

“At some stage the database to work 

effectively”

“More time for groups, art therapy, 

mindfulness, relaxation etc.”

“Lower the age limit to 16 years instead 

of 18 years.”

“Admin staff be given the opportunity to 

avail of outside counselling support when 

affected by the work, just as clinical staff 

have their regular outside supervision”

“That the NCS be available 365 days per 

year and the introduction of weekend 

appointments”

“In an effort to understand my role I wish 

each Counsellor/Therapist and LHO would 

agree to cover the office for a week”

Conclusions

From the responses to this survey it is very 

heartening to see the level of commitment and 

loyalty shown by office staff to the NCS over 

its first 10 years.  There is a recognition of the 

developmental nature of the NCS project in the 

early years and the challenges which had to be 

overcome and in some cases ‘grown out of’. The 

central ethos of the NCS is alive and well within 

the office staff who place great emphasis on 

accessibility, client-centred working and human-

istic values.  

This survey raised important issues regard-

ing the ongoing training and support of office 

staff and in particular the need for them to meet 

regularly as a group.  The job as described offers 

a very unique admin position which involves 

a high level of contact with a sensitive client 

group.  This requires a sophisticated level of 

interpersonal skills as well as a high level of em-

pathy.  Such attributes should not be taken for 

granted.  Where these competences are present 

in abundance, as is the case in the NCS present-

ly,  they should be acknowledged and nurtured.  

Where new office staff  are recruited, time and 
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attention needs to be given to facilitating an 

appropriate induction process which addresses 

NCS expectations regarding people manage-

ment skills and NCS values as well as the more 

traditional office based skills. 
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Appendix I NCS administrative staff survey 

Questionnaire

What has it been like to work as an 1. 

admin staff member in the NCS?

How has your role/work changed over 2. 

the years if at all?

What has been the specific contribution 3. 

of admin staff to the development and 

success of the service?

What has it been like to work with this 4. 

particular client group?

What have clients found helpful in your 5. 

experience of working for the service?

What does the NCS need to do to 6. 

continue developing and being relevant 

to clients into the future? 

What are the things you would change 7. 

about the NCS if you had three wishes?
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Abstract

This article is an overview of a practitioner 

research project completed with the Comhar 

counselling team, HSE NCS South East. The 

research project explored what happened when 

a qualitative measure to evaluate outcomes in 

counselling (the CORE)  was introduced. The 

findings of the research are presented as a se-

ries of recommendations to promote their wider 

relevance and application. A retrospective analy-

sis, informed by the research findings, offers a 

new perspective of the NCS and a solution is 

proposed to address current deficits in psycho-

therapy provision as a means of transforming 

our ‘collective shadow’. 

Introduction

A tenth anniversary provides a natural van-

tage point to reflect on what we have learned 

during the last 10 years. Irish society has gone 

through an enormous transition during this 

period, both socially and economically, and the 

health service has also undergone major organi-

sational change –which is still ongoing. As with 

our NCS colleagues in other areas, this provided 

the backdrop against which we have operated. 

Our original choice of the name “Comhar” for 

the service which is the Irish word for “partner-

ship” captured what we understood to be the 

essence of the therapeutic relationship and we 

endeavoured to carry this philosophy into navi-

gating the various challenges that we have faced 

as a service with an emphasis on teamwork and 

collaboration. 

The service in the South East has remained 

fairly consistent since it was established in 2000 

with an average of five counsellor/therapists 

delivering the service from four locations,  sup-

ported by two administrators. Referrals to the 

service peaked in 2005 coinciding with the pub-

lication of the Ferns Report and peaked again in 

2009 with the publication of the Ryan report, our 

busiest year to date. 

In addition to the ongoing day to day work 

of seeing clients, there have been two particular 

developments within Comhar over the  last 10 

24
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“our journey took us 
right to the clinical coalface 

and back again”

years. The first was the development of a spe-

cialist counselling service in Wexford Commu-

nity Service Area for individuals who self-harm 

called the Wexford SHIP service. The second was 

the development of a specialist psychosexual 

therapy service for individuals who experienced 

sexual dysfunction as part of the residual impact 

of childhood abuse. The professional knowledge 

derived from both these projects has been the 

subject of presentations in a variety of contexts 

both national and international. In this article 

I have chosen to write about how the Comhar 

team dealt with the challenge of engaging with 

service evaluation. 

There are two reasons that I have chosen 

to write about the project. The first reason is to 

acknowledge that a major part of this journey 

involved the whole team in a collaborative effort 

to genuinely engage with this topic with support 

from our administrative staff. The second reason 

is that our journey took us right to the clinical 

coalface and back again and involved grappling 

with clinical dilemmas that will be familiar to 

many counsellor/therapists working both in the 

NCS and in other contexts. In this article I give a 

flavour of this journey and to summarise some 

of the professional knowledge that emerged 

which has a wider application in terms of rel-

evance and applicability. 

In the next section I outline the dialogue 

with the literature which informed the Comhar 

team’s decision to approach the issue of service 

evaluation in the way that we did. I then go on to 

summarise the professional knowledge emerg-

ing from the research as a series of recommen-

dations to promote their wider relevance and 

applicability. In the final section I show how the 

perspective gained from this professional knowl-

edge, based on a retrospective analysis, can 

provide a fresh view of the NCS as a service and 

illuminate both its uniqueness and strengths. 

A critique of counselling and psychotherapy 

provision in Ireland undertaken elsewhere by 

this author (O’Neill 2009) highlighted poor or no 

access at primary care level. The same critique 

highlighted the need for both improved psy-

chotherapy provision and the need to develop a 

pluralist approach to this same provision in sec-

ondary mental health services. I end the article 

by arguing that an expansion of counselling and 

psychotherapy provision, using the NCS model 

of service as a template because of its unique-

ness and strength, provides a pragmatic and 

cost-effective means of addressing this shortfall 

in both primary and secondary care. 

Dialogue with the literature

When the NCS was established it was ap-

parent that a service of this type was unique in 

an international context. Ten years on, this still 

remains the case so it follows that there was 

very little research available on how to evalu-

ate a counselling service specifically for adults 

who experienced abuse in childhood. I started 

by looking at some of the traditional reviews of 

what constitutes effective psychotherapy (Roth, 

A. and Fonagy, P. 1996). I found these to be of 

limited relevance because of the exclusive use 
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of DSM IV categories. Clinical experience also 

indicated that clients who have experienced 

abuse in childhood can frequently present with 

co-morbidity issues such as addiction, depres-

sion, or eating disorders. These further limit the 

relevance of reviews of psychotherapy effec-

tiveness which are structured around recom-

mending a particular approach for a particular 

condition. The author made what I felt was a 

significant observation: that the act of measur-

ing the effectiveness of therapy also alters the 

nature of that which it is measuring. This is par-

ticularly so where the methodology is a double 

blind trial. 

Meta-analytic reviews of research on psycho-

therapy have signalled a shift towards identify-

ing the common effective factors across various 

psychotherapeutic approaches (as opposed 

to a particular approach for a particular condi-

tion) and I particularly liked the work of Hubble 

(Hubble et al, 1999) and Wampold (Wampold 

B. 2001). Hubble et al (1999) grouped the key 

factors related to change in therapy and their 

relative contribution to therapeutic change as: 

client/extratherapeutic factors 40%; therapeutic 

relationship factors 30%; placebo, hope and 

expectancy 15%; and model /technique factors 

15%. We know from our own clinical experience 

that an impaired capacity to build strong adult 

attachments is a residual impact of childhood 

abuse which will not only affect a client’s ability 

to build a supportive network but also affect 

their capacity to build a therapeutic alliance 

with their therapist. Since both these are key 

variables, it suggests that it will also directly 

affect the client’s progress in therapy. Hubble’s 

research does not, however, take into account 

unconscious processes. Many of the current 

difficulties that clients present with can be un-

derstood in terms of outmoded solutions which 

were aimed at adapting and/or reducing danger 

in the original childhood traumatic experiences. 

These adaptive/defensive processes can be 

unconscious and have been conceptualised in 

both attachment theory (Bowlby 1979, 1988) and 

psychoanalytic theory (Malan 1979) (De Zulueta 

1993). Indeed many trauma therapists regard 

such defensive processes as having ontological 

status because of the frequency such processes 

can be encountered in trauma work. 

The results of Wampold’s meta-analytic re-

view (Wampold 2001) were equally interesting, 

with one of the main findings being that the per-

sonality of the therapist was the biggest factor 

in influencing positive outcome. This suggested 

different therapeutic approaches were uniformly 

efficacious. He quotes the work of Frank and 

Frank (1991) about the common components of 

all psychotherapies: 

An emotionally charged confiding relation-1. 

ship with a helping person.

A healing setting that involves the client’s 2. 

expectations that the professional helper will 

assist him or her.

A rationale, conceptual scheme or myth that 3. 

provides a plausible, although not necessar-

ily true, explanation of the client’s symptoms 

and how the client can overcome his or her 

demoralisation. 

A ritual or procedure that requires the active 4. 

participation of both client and therapist 

and is based on the rationale underlying the 

therapy.

With regard to Point 3, he emphasises the 

relative importance of the ‘fit’ between the theo-

“When cultural and 
parental conditions fail 

to give us a sense of 
worth, the self knows 
only how to survive”
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retical perspective being offered by the thera-

pist and the world view of the client. He also 

discusses the six elements that are common to 

all rituals and procedures used by therapists:

A relationship that is maintained after client •	

disclosure of demoralisation;

The client expectation of being helped be-•	

ing linked by the therapist to the process of 

therapy;

The therapy providing new learning experi-•	

ences;

The emotional engagement of the client;•	

Enhancing the client’s self-efficacy; •	

Opportunities to try out new learning. •	

My engagement with the research so far 

highlighted the relative importance of the client, 

the therapist and the therapeutic relationship 

in providing effective therapy. In addition not 

only was the relative contribution of the thera-

peutic orientation used by the therapist being 

minimised, it was also suggesting that this 

same orientation could be based on a plausible 

scheme or myth and should even be adapted to 

the world view of the client. This was challenging 

to our way of thinking about therapy within the 

service. I was aware from my own experience 

working in mental health services that mental 

health professionals value the DSM IV system 

of classification precisely because it is regarded 

as scientifically true and not based on myth. 

The idea of adapting a diagnosis to the presen-

tation of the client would certainly be viewed 

as inappropriate and not in keeping with best 

practice. I came to understand that what was 

being highlighted was an underlying deep philo-

sophical divide on the nature of knowledge and 

different approaches to knowledge generation. 

One approach, naturalism, views the world and 

human beings as governed by universal laws 

and principles and the scientific method as the 

most reliable method of discovering these laws 

(Slife D. in Lambert 2004). 

Post-modern thinkers challenge this view of 

the world, arguing that a rationalist and empiri-

cal approach is not appropriate to situations 

which involve the direct study of human beings 

(Kvale 1992). They argue that knowledge of this 

kind is contextual and situational rather than 

searching for underlying universal principles 

that can be applied in all contexts – in other 

words a humanistic paradigm rather than a 

naturalistic paradigm. This suggests, that knowl-

edge of what makes psychotherapy effective 

with adult survivors of childhood abuse will, to a 

degree, be particular to that kind of context and 

group of clients. In addition where an organi-

sation like the health service is charged with 

the functions of relieving suffering and curing 

life threatening illnesses, the characteristics of 

predictability and certainty associated with a 

naturalist paradigm will dominate in approaches 

to knowledge generation. I realised that this had 

implications for a psychotherapeutic service like 

the NCS which, although embedded within the 

health service, is more closely aligned with a 

humanistic paradigm. 

The literature on working with trauma and 

in particular the work of Dr Felicity De Zulueta 

and Dr Alan Schore were then examined. Dr De 

Zulueta has written about when cultural and 

parental conditions allow, the self develops self-

esteem and empathy, a capacity to relate that 

bridges the differences, tunes into the other and 

makes this affective attunement another source 

of self esteem (De Zulueta 1993). When cultural 

and parental conditions fail to give us a sense 

of worth, the self knows only how to survive. 

The ‘other’ must become an object of a self that 

needs to be in control. Reminders of inner weak-

ness and pain must be banished even at the 

cost of destruction of the self or dehumanisation 

of the other. These concepts can help to shed 

light on the stories that have emerged from the 

industrial schools and how adults felt entitled to 

abuse defenceless children. 

De Zulueta emphasises two particular points 

that are directly relevant to working therapeuti-
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cally with adults of childhood abuse or trauma. 

The first is the perplexing and persistent need 

for the victim to blame themselves for the origi-

nal trauma and the second is the dissociative 

processes that come into play to protect against 

overwhelming feelings of fear, powerlessness 

and pain associated with the original trauma. 

Dr Alan Schore expands on the concept of 

dissociative processes and sees them as a primi-

tive survival strategy in early sub-optimal or 

traumatic attachment conditions which can limit 

the capacity to self regulate as an adult (Schore 

2003 A) (Schore 2003 B). He highlights in par-

ticular the centrality of shame as dissociative 

response and how the “shock of shame” results 

from the violation of the infant’s expectation of 

affective attunement based on a memory of the 

last contact with the mother (Schore 2003 B). The 

shame response assumes a protective func-

tion in cases of continuing misattunement or 

prolonged separation which are characterised by 

dissociative states. Dr Schore views the thera-

peutic process as “the empathically resonating 

and matching of the rhythmic crescendos and 

decrescendos of the therapist’s psychobiological 

state with the patient’s psychobiological state” 

(Schore 2007). He views this ongoing cycle 

of attunement/misattunement which can be 

unconscious at times as a key healing process in 

psychotherapy. 

Review of the literature identified the key 

components of effective therapy as the client, 

the therapist and the therapeutic relationship. 

I was also aware that context was important, 

particularly so in respect of the work of the NCS 

providing therapy to clients who had experi-

enced childhood abuse and trauma and who can 

be vulnerable to shaming with frequent use of 

dissociation  protective response to perceived 

threat. The literature suggests that a cycle of 

attunement/misattunement is a key healing pro-

cess within the therapeutic relationship. 

How to measure the use of measures

As a team we were exploring the different 

ways we might engage in service evaluation. 

Part of this exploration led us to attending an 

NCS training day on the CORE system in 2006 

(for information on the CORE system see http://

www.coreims.co.uk). The Clinical Outcomes in 

Routine Evaluation, Outcome Measure (CORE 

O-M , Evans et al 2000), was utilised to provide 

a quantitative measure of change. The CORE is 

a standardised audit, evaluation and outcome 

measurement tool developed in the UK for psy-

chological therapy and counselling services. The 

CORE outcome measure is a self-report measure 

completed by the client, it measures global dis-

tress with subscores for the dimensions of well-

being, problems/symptoms, life functioning, and 

risk. CORE has been extensively researched and 

demonstrates considerable clinical face value, 

validity and reliability (Evans et al 2002).

It is widely used and has been identified as 

“probably the questionnaire of choice at the mo-

ment, an easy to use general purpose evaluation 

tool” (McLeod 1999). Studies show the CORE 

OM to be reliable in primary and secondary care 

settings (Barkam et al 2005) (Sheperd et al 2002) 

which is significant because the target client 

group of our counselling service present with 

difficulties that require intervention that from a 

health promotion perspective span both primary 

and secondary categories. The CORE OM is 

also relevant because it is reported to provide 

a “common currency” across different models 

of therapy to measure clinical effectiveness 

(Evans et al 2002). This is also very relevant to 

the context of this study as the grade of counsel-

lor/therapist in the NCS encompasses different 

counselling and psychotherapy trainings. 

As a manager I could see that the CORE 

system with all its functionalities posed a very 

tempting prospect. As a clinician and supervi-

sor, I was aware that introducing a system like 

CORE had the potential to have an impact in all 

sorts of ways, some of them possibly negative. 



235

to a life that shines transforming the shadows

As a researcher I wanted to find out what actu-

ally would happen if a system like CORE were 

introduced and what approaches could be used 

to measure this impact. I turned to the literature 

again to help me with this question. The first im-

portant influence on this question was the con-

cept of practitioner research (McLeod J. 1999) 

and the “knowledge in context” model. This 

preserves the link between the researcher and 

the research in contrast to naturalist research 

where it is maintained that superior knowledge 

is gained through objective relationships (Ger-

gen 1992). Whilst practitioner research requires 

the researcher to be open about biases and 

transparent with methodology it also enables 

the researcher scope for an interpretative role in 

analysing data which was important to capture 

contextual factors. 

The second important influence in relation to 

exploring the impact of introducing evaluation 

in a therapy service was the concept of practi-

tioner epistemology (Polkinghorne 1992). This 

involves experienced and expert practitioners 

through a process of “reflection in action” in the 

midst of the therapeutic process and “reflection 

on action” outside of the therapeutic process, 

developing a body of knowledge which is tacit 

through their clinical experiences. Expert prac-

tice involves the accommodation of previous 

understandings to the uniqueness of a particular 

clinical situation. This builds on the position 

advocated by Wampole of the therapist not only 

using a theoretical perspective which mostly ap-

proximates the world view of the client, but also 

using expert practice skills in a process of con-

stantly trying to adapt the therapeutic approach 

to the world view of the client. A further devel-

opment on this theme from post-modernism 

is the concept of reality as co-constituted in an 

interactive context (Gergen 1992). This idea has 

been developed in a psychotherapeutic terms 

as the “inter-subjective matrix” by Daniel Stern 

(Stern 2004). The therapist is not just constantly 

adapting the therapeutic approach to the passive 

client’s world view but the therapeutic reality is 

“co-constructed” by the client and the therapist. 

In parallel with this dialogue with the litera-

ture a detailed consultation process had been 

ongoing within the team. This consultation fo-

cused on how as a service we could engage with 

the CORE system and how they could participate 

in a piece of practitioner research which aimed 

to monitor the impact of this engagement. This 

in turn led to the development of a methodology 

using an integrated design approach consisting 

of three aspects: 

a case study approach •	 (Fishman 1999) to cap-

ture the context and the macro-perspective; 

a phenomenological approach •	 (Giorgi  & 

Giorgi 2008) to look at the phenomenon of 

change arising out of introducing the CORE 

Outcome Measure (OM) at the micro level of 

the counsellor/therapist interacting with the 

individual client; 

Interpretative Phenomenological Analysis •	

(IPA) as the analytic tool to analyse  the raw 

data (Smith  & Osborn 2008). 

Two research questions were devised: 

“What are the counsellor/therapist’s percep-•	

tions of the impact of the introduction of the 

CORE OM on the therapeutic space?”

“What are the counsellor/therapist’s percep-•	

tions of the impact of the CORE OM on their 

individual practice?”

These two questions were used as a lens to 

sift through the data emerging from the counsel-

lor/therapist’s experience as expert practitioners 

using the CORE outcome measure (CORE OM) 

with their clients. The counsellor/therapists took 

part in face-to-face interviews about their experi-

ence of using the measure which was recorded, 

transcribed and subjected to an analysis using 

IPA as the analytic tool. All the participants, as 

expert and experienced practitioners in the NCS, 

were able to bring a practitioner epistemological 

perspective to bear on their use of the CORE OM 

with their clients. Whilst it is not possible in an 
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article of this length to provide a comprehensive 

account of the methodological challenges that 

were encountered in the project it is important to 

note that there were significant insider research 

issues. Contextual factors were also encountered 

and in both cases steps were taken to minimise 

their influence and impact. 

Summary of the findings

A series of overall themes emerged from 

an in-depth analysis of the raw data using IPA 

which in turn were formulated as a series of nine 

recommendations. The rationale for this was to 

capture the context-dependent nature of this 

newly synthesised professional knowledge and 

also to highlight its wider applicability. The rec-

ommendations are listed below and are linked 

with some of the original issues that emerged in 

the analysis. The purpose of this is to highlight 

the interrelatedness between the research find-

ings and the recommendations.

 

1 Introducing a measure into the therapeutic 

space is not a neutral act for the client or 

therapist.

 Issues that informed this recommendation in-

clude intrusiveness, artificiality, importance of 

timing, false client compliance, being shamed 

because of literacy skills, form filling as a trig-

ger for traumatic memories, risk of intensify-

ing client’s feeling of transparency related to 

fragile ego boundaries.

2 A therapist should give consideration to the 

particular contextual factors in the therapeutic 

relationship to inform a decision about the use 

of measures

 Issues that informed Recommendation No. 

2 included the transferential implications of 

imposing a measure, using the transference 

as a valid source of data to guide a therapist’s 

decision on introducing and using a measure 

with a particular client. 

3 A therapist should maintain an ongo-

ing awareness of how a particular client is 

making use of an outcome measure in the 

co-constructed reality of the therapeutic 

relationship. The client’s use of the measure 

should be consistent with enhancing progress 

towards achievement of the specific agreed 

aims of that psychotherapeutic relationship 

and consistent with the aims of psychotherapy 

generally. 

 Issues informing Recommendation No 3 in-

cluded the client using a measure to re-enforce 

existing defence mechanisms such as split-

ting, denial and avoidance. (This is significant 

where a client might need to revisit traumatic 

experiences as part of the healing process).

4 The added value attached to the use of any 

measure can be determined by the consider-

ation of a combination of the factors  high-

lighted in Recommendation No 3 and the 

enhancement of known effective agents 

 Since we have already said that introducing a 

measure is not a neutral act, how can a thera-

pist determine whether using a measure has 

contributed any ‘added value’ - i.e. whether 

the therapy is more effective when using the 

measure? The suggestion being made here is 

that a therapist can make an evaluation of this 

by firstly considering if the client is making 

appropriate use of the measure (as discussed 

in Recommendation 3). The therapist can then 

consider if the introduction and use of the 

measure has enhanced the known effective 

variables such as the therapeutic alliance, the 

process of attunement and increasing con-

gruence between the therapeutic model and 

the world view of the client. Both these areas 

taken together can help the therapist evaluate 

if using the measure has added value in terms 

of increasing effectiveness. 

5 The method of introduction and implementa-

tion of a system like CORE is as important as 

any value that might accrue from its use
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 Issues emerged from the research about the 

potential for heightened therapist vulnerability 

and intensified client transparency - feeling 

exposed or an inability to protect oneself are 

recurring transferential themes with NCS 

clients. 

6 The CORE outcome measure, where its use 

is informed by a practitioner epistemological 

framework and contextual considerations, of-

fers an alternative route to improving thera-

peutic effectiveness compared to implement-

ing the full CORE system 

 Issues in Recommendation 6 highlight a more 

flexible approach to using the CORE OM (as 

opposed to the full CORE system) based on a 

heightened awareness of what it means to be 

actually effective.

7 The primacy of the humanistic paradigm 

should prevail in informing decisions about 

what constitutes effectiveness within the 

therapeutic space. This is in acknowledgment 

of the emerging consensus of the recognition 

of the evolutionary status of the human drive 

for intersubjectivity. 

 Issues that informed Recommendation No. 

7 were when there was a mismatch between 

the data from the Core OM and the subjec-

tive experience of what was happening in 

the therapeutic space. It is suggested that the 

therapist and client should be the final arbiter 

on this matter.

8  There should be flexibility, autonomy and 

creativity in terms of how a therapist utilises 

the CORE OM within their practice context 

and overall caseload

 This recommendation is a natural progression 

from the pattern of findings in the research. 

For example it emerged how important it is for 

a therapist to be able to use the transference 

as a valid source of data to inform a deci-

sion about using the CORE outcome measure 

with a particular client. This degree of flex-

ibility has clear implications for the additional 

functionalities attached to the CORE system. 

Suggestions for other methods of measuring 

therapeutic progress also emerged during the 

research. A therapist might ask their client at 

a review point in the therapy to do a painting 

or choose a piece of music as a mechanism for 

representing how they are feeling or they may 

want to maintain a personal journal. 

9 Good practice guidelines should be developed 

around the introduction and use of measures 

in counselling and psychotherapy at individu-

al, team and organisational level. 

 Examples that emerged around Recommenda-

tion No 9 were: advance notice, form filling 

outside of the therapeutic session to avoid 

triggering feelings of deprivation in relation 

to losing time out of their session, recognis-

ing the need for and incorporating de-briefing 

post form filling, minimising the disruption 

to the flow of therapy, minimising premature 

disclosure. 

 As a service we have combined our increased 

awareness of what constitutes effective thera-

py with the above nine recommendations and 

other initiatives to develop what we now call 

a “mindfulness” approach. This mindfulness 

approach aims to take account of the complex 

inter-relationship between providing effective 

therapy and attempts to measure this effec-

tiveness. 

Examples of other initiatives include:

Steps to increase client awareness of how •	

they can maximize their contribution to mak-

ing therapy more effective 

Refine systems of data collection and analy-•	

sis at the level of the individual practitioner 

and team including peer review to inform 

patterns of service delivery. 
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Whilst the findings do not support the posi-

tion that therapists should not use measures in 

therapy, they do suggest that a therapist should 

reflect on what kind of impact both introducing 

and using a measure will have in the therapeu-

tic space with each client. As a consequence 

of undertaking this research, it is clearer to me 

now as a manager and supervisor that a system 

of evaluation that brings with it an inherent 

pressure to introduce and use measures with 

as many clients as possible increases the risk 

of impacting negatively on these same clients. 

It is implicit from the nine recommendations 

that there are implications for the additional 

functionalities of the CORE system that relate 

to the benchmarking of therapists and counsel-

ling teams. The research findings suggest that 

at the very least, the uncritical implementation 

of a system like CORE in a manner which is not 

context sensitive may not be the best way of 

maximising the key resources of the client, the 

therapist and the therapeutic alliance. 

Wider perspectives on the NCS from 

the research

In this final section I show how the perspec-

tive gained from professional knowledge, based 

on a retrospective analysis, can provide a fresh 

view of the NCS as a service and illuminate both 

its uniqueness and strengths. I end by arguing 

that this has special relevance to the issue of 

public sector psychotherapy provision in Ireland. 

The vantage point from which we view the NCS 

is informed by a strand of thinking within post-

modernism known as neopragmatism which 

argues that research should focus on solving 

particular practical problems in local and time-

specific contexts rather than trying to discover 

abstract universal knowledge about time-

less principles and laws (Gergen 1992). It also 

includes a moral dimension, arguing that such 

research should primarily concern itself with 

solving the problems of human beings (Fish-

man 1999). In neopragmatism therefore, the task 

is to explore how a particular approach is best 

suited to a particular purpose (Mahrer 2000). 

Then establish what mechanisms can be used 

to improve or modify the particular approach in 

accomplishing the particular task. When the NCS 

was set up in 2000, the task was to make coun-

selling available nationwide to adult survivors of 

childhood abuse. The particular approach used 

was the NCS model of service and the particular 

purpose was to reduce the impact of childhood 

abuse in those adults who suffered such abuse 

as children. The mechanisms used to improve 

or modify the particular approach selected, the 

NCS model of service, underwent two service 

user evaluations in 2003 and 2006 (Leigh C. et 

al 2003) (Conlon C. et al 2006). When the NCS is 

viewed in this way, it suggests that in terms of 

its formation and identity, is very closely aligned 

with a neopragmatic and therefore humanistic 

framework. 

There were factors present at the establish-

ment of the NCS which also created an environ-

ment particularly suited for a model of practice 

to flourish based on practitioner epistemology, a 

concept discussed in an earlier section. Coun-

sellor/therapists included practitioners who 

were trained in counselling, psychotherapy and 

counselling and clinical psychology so there was 

no one dominant therapeutic orientation. As 

highlighted earlier, there is no one internation-

ally recognised therapeutic model for respond-

ing to the needs of adults who had experienced 

childhood trauma or abuse. The one common 

denominating factor was the client group 

who were presenting for a service who in turn 

provided a key source of learning and profes-

sional knowledge. The formation of counsel-

ling teams enabled the sharing of this learning 

within teams which fostered convergence and 

integration of therapeutic practice at team level. 

This process also happened at a national level 

through events such as the annual training con-

ferences that involved exposure to international 

expertise and other structures where counsellor/
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therapists and Directors of Counselling met na-

tionally. This in turn enabled the sharing of learn-

ing and professional knowledge across counsel-

ling teams fostering integration at national level 

(O’Neill G. et al 2008). 

The outcome of this retrospective analy-

sis, the professional knowledge derived from 

the research findings and the literature review 

combine to shape a new vision of the NCS as 

it is now, 10 years on from its inception. This 

new vision sees the NCS as a service primar-

ily informed by a humanistic paradigm which 

brings a developmental perspective to work-

ing with adults whose functioning has been 

impacted by the experience of sub-optimal or 

traumatic attachment conditions in childhood. 

The centrality of the therapeutic relationship is 

recognised as the vehicle for healing and the 

key resources of the client and the therapist are 

maximised by continuing to utilise a practitioner 

epistemological perspective to develop thera-

peutic practice. The role of practitioner research 

is also valued as a key mechanism to produce 

practice based evidence reflecting the context 

dependant nature of professional knowledge in 

psychotherapy. 

Engaging with evaluation – a mindfulness 

approach

The primary purpose of the NCS tenth An-

niversary Conference, organised in parallel with 

this tenth anniversary publication is to showcase 

the learning and professional knowledge gained 

during the last 10 years. Based on the analysis 

put forward in this article, one of the reasons 

why practitioners in the NCS have been able to 

develop such high standards and a rich diversity 

of practice is precisely because the NCS has 

been able to evolve and develop in the way that 

it has over the last 10 years. If we accept this 

premise and the vision of the NCS as outlined 

here, one of the central challenges facing the 

NCS, which arises from being embedded in the 

Health Service Executive, is how it engages, at 

team and national level, with the requirement to 

demonstrate effectiveness and measure perfor-

mance. A central message in this article is that 

the nature of the engagement with this require-

ment is crucial if the NCS is to maintain the high 

standards it has developed and to hold on to its 

ethos as a service. 

This highlights the need for a ‘mindfulness’ 

approach to be developed at national level to 

evaluating performance within the NCS. Whilst 

it is beyond the scope of this article to outline 

such an approach in detail, the professional 

knowledge emerging from the research can 

shed light on some aspects for example the 

need to develop NCS performance indicators 

(PIs) which are also contextually appropriate. 

Experience undertaking the research at Comhar 

also highlighted the importance of an inclusive 

consultative process to inform the development 

of such PI.s. Our experience also re-enforces the 

need for transparency around the use of PIs in a 

service like the NCS where the misuse of power 

and maintenance of secrecy are recurring trans-

ferential themes. This is particularly so where 

decisions based on these same PI.s are likely to 

have resource or other implications. 

Detailed data collection and rigorous analysis 

of this data also form part of a mindfulness 

approach. It can also include the comparison of 

individual therapist’s performance within teams 

and the comparison of a whole counselling 

team’s performance with other teams. However, 

legitimate practitioner misgivings about such 

activities can be addressed if such activities 

take place within a wider context of reflective 

practice and a normative learning environment 

which promotes and facilitates critical self-ap-

praisal at practitioner and team level. Practitio-

ners also need to recognise that whilst the do-do 

bird verdict where everybody gets a prize, may 

apply in psychotherapy research (Hubble M. et 

al, 1999), the reality of clinical practice is that dif-

ferent therapists will have different strengths. 
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Conclusion

In the introduction to this article I referred 

to a critique of counselling and psychotherapy 

provision in Ireland undertaken elsewhere by 

this author (O’Neill 2009) which highlighted 

serious deficits at primary care and secondary 

care level. One author has expressed the view, 

which concurs with much of our clinical expe-

rience in the NCS, that for many individuals, 

access to psychotherapy may be necessary to 

achieve a minimum quality of life (Holmes J et al 

1989). Another author has articulated the moral 

imperative within neopragmatism to find ways 

of intervening in human distress, by stating 

that “postmodern man has stopped waiting for 

Godot” (Kvale S. 1992). 

The achievements of the NCS, as enshrined 

in the tenth anniversary conference and tenth 

anniversary publication, can serve as a clarion 

call to find ways of addressing the deficits in 

counselling and psychotherapy provision, par-

ticularly at a time of economic downturn when 

there is increased demand and less dispos-

able income to access the private sector . An 

expansion of the NCS model of service, with 

its inherent philosophical pluralism and flex-

ibility of service delivery involving the public 

and private sector, can provide a pragmatic and 

cost-effective approach to address the shortfall 

in counselling and psychotherapy provision. We 

could then perhaps say that as a society, we are 

also beginning to transform our own collective 

shadow. 
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