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North East for supplying information about the Primary Care Counselling Service in 
the North East. 
 
 
Abstract 
 
Psychology for adults in primary care is a relatively new concept in health service 
provision with the longest-standing of these services established only five years ago. 
This paper presents the first comprehensive picture of HSE primary care psychology 
and counsellor /therapist services for adults delivered in five services across Dublin, 
North Wicklow and the North East. Data was collated and analysed in relation to 
referrals, service users, therapeutic needs, interventions and outcomes. Models of 
service delivery, roles and key competency requirements are discussed. Summary 
profiles of each service and the post-holders are also included. 
 
 
Introduction 
 
Psychology for adults in primary care is, in essence, a new hybrid paradigm. It draws 
from multifarious skills acquired across the clinical, counselling, health, education 
and organisational psychological disciplines.  It requires a broad generalist approach 
to a wide variety of presentations as well as the ability to focus in depth on complex 
issues across the developmental life span. It also demands a strategically pragmatic 
approach in the effort to promote both efficacy and cultural understanding within the 
treatment triad of medical practitioner, psychologist and client.   

 
 

Philosophy & Mission Statement 
 
The provision of genuine collaborative care in a primary care setting is more involved 
than the simple provision of therapy sessions (Strosahl, 2007). It is about the building 
of a collaborative and tripartite therapeutic alliance.  This enables the client to achieve 
a level of self-awareness and build successful coping skills within an approach that 
advocates the non-pathological normalisation of life issues, regardless of whether or 
not there is an official mental health diagnosis.  Client self-efficacy benefits all stake 
holders within the primary care milieu, in that it impacts positively on the 
fundamental principles of good practice management – i.e. efficient service delivery 
and good outcome from a client-centred perspective.  The process towards self-
efficacy also implies self-empowerment and the power of client choice.  This is a 
relatively new concept within the context of medical intervention. Given that client 
empowerment is an underpinning philosophy of psychology and counselling in 
primary care, the psychologist or counsellor / therapist is well placed to participate in 
and facilitate both the cultural change and the team building process so essential to the 



success of the modern primary care unit. The mission of these services could be stated 
as  

“facilitating client self-efficacy through individual empowerment and 
choice, through the promotion of mindful self-awareness and the facilitated 
building of coping skills. This process may take place in an episodic way, 
whereby service users take control of their journey towards better mental health 
in manageable stages over the longer term”.   
 
Referrals may be made by any team member in consultation with a medical 
practitioner.  Whilst absolute adherence to ethical considerations pertinent to 
therapeutic boundaries and confidentiality is upheld, the triangular therapeutic 
alliance is encouraged (GP, Client, Psychologist) thus ensuring a continuity of care 
and active discourse between all participants in the alliance, if and when necessary. 
Client empowerment is cultivated through invitation to episodic self-referral if and 
when the need arises after the initial contracted sessions. This is in keeping with 
efficacious best practice models (Haas & deGruy, 2004). 

 
 
Primary Care in Context 
 
The interface between psychology and medicine is not new.  However, this interface 
was, in the past, considered within the context of medical or health psychology or 
behavioural medicine. The economic impact of linking psychology to common 
medical conditions (“cost offset”) is well known (Acklin, 2004).  

 
There are a number of models of primary care psychology (Gatchel & Oordt, 2003).  
In the Co-locational Model, the psychology service works in tandem with medical 
and allied health in the same location. This is a fully integrated model. As well as the 
provision of scheduled appointments, there is scope for emergency intervention, triage 
and ongoing interaction with and consultation to other team members.  

 
The Psychologist in Primary Care Model provides a traditional mental health 
service i.e. provides psychological therapy sessions to patients referred by GP.  This is 
somewhat similar to the traditional community care model where the psychologist is 
not part of the primary care team.  

 
The Behavioural Health Consultant Model is a fully integrated service for a variety 
of common mental and behavioural health problems but is not necessarily staffed by 
psychologists. 

 
A Staff Advisor Model utilises the psychologist as a consultant to primary care 
medical clinicians and allied professionals. 

 
Recent bodies of research indicate that best practice involves co-location, joint 
training and shared continuing education of primary care providers and mental health 
professionals (Wedding & Mesgal, 2004). Where the co-located model has been 
implemented and tested, it has been found effective and satisfying for both service 
users and professional resources working within the integrated system (Cummings, 
1997; O’Grady, Creaner & Hawkins, 2008). Referrals are made in an integrated care 
context and occur within the practice rather than outside it. This allows the service 
users to feel at ease because their care is both continuous and coordinated within a 
shortened time frame. This model can foster mutual respect and camaraderie among 
service providers, trust and confidence among service users, and a healthy sense of 



proactive team work in which the service user is included. This model serves also to 
dilute the stigma often felt by many service users in need of psychological 
intervention (O’Grady, Creaner & Hawkins, 2008).  

 
The key reasons for integrating primary care practice have been outlined by Blount 
(1998): 

 
 Patients come to primary care with undifferentiated problems 
 
 Primary care medical settings are the predominant locus of treatment 

for problems that are clearly psychological or psychiatric in nature – 
e.g. depression and anxiety 

 
 When patients are more comfortable in primary care there is better 

adherence to treatment which leads to better outcome 
 

 Even when trained in psychiatry and counselling, medical practitioners 
cannot be expected to address the entire array of psychological or 
psychiatric problems that present in primary care, and referral out is 
often a poor alternative. 

 
 Collaborative care is the best way of optimising the skills of the 

medical practitioner in dealing with the psychological aspects of 
primary care 

 
 Patients are better served and more satisfied with their care in 

integrated settings 
 

 Integrated and collaborative care appears to be cost effective in the 
long term 

 
 Integrated primary care settings are the best laboratories for the further 

development and refinement of primary medical and psychological 
services.  

 
 
Profile of Posts and Post-holders in the Irish context 
 
The primary care psychology services in Ballymun and in the South Inner City of 
Dublin operate along the co-locational, fully integrated model with the psychologist 
as an integral member of the primary care team. In the Primary Care Strategy (Dept. 
of Health & Children, 2001) psychology was not envisaged on the primary care team 
but rather, on the primary care network serving a number of teams. However 
psychology and counselling have been advocated for in some areas and flexibility 
shown in the configuration of some teams.  
 
The primary care counselling / psychology service in the North Inner City of Dublin 
and the counsellor / therapist services in North Wicklow and in the North East (which 
provides a service in counties Meath, Louth, Cavan and Monaghan) were established 
along the more traditional model, providing psychological therapy to patients referred 
by GPs from more than one primary care team. Some share location with the GP, 
while others do not.  



 
The three posts in Dublin are Senior Psychology posts held by counselling 
psychologists. The North Inner City post is whole time while the Ballymun post is 
half time and the South Inner City post is three-fifths of a post. The whole-time 
Counsellor / Therapist post in North Wicklow is held by a psychotherapist / 
counselling psychologist. The service in the North East is provided by fourteen part-
time Counsellor / Therapists, the majority of whom are counselling psychologists, 
with the remainder being experienced health care professionals with additional 
qualifications in psychotherapy or counselling. 
 
 
Primary Role of the Psychologist or Counsellor / Therapist in Primary Care  
 

“The psychologist in primary care is a general practitioner who has skills 
in the psychological assessment of and intervention with common health problem 
of clients and families throughout the lifespan” (Acklin, 2004).  
 
In the Irish context, those engaged within primary care psychological practice in the 
services under discussion have identified their key role as “case assessment and 
formulation from a holistic perspective, to include information from the G.P, 
multidisciplinary team (where applicable), psychometrics, psychodynamics and the 
therapeutic alliance, which in turn informs appropriate psychological intervention”. 
 
 
Key Competency Requirements for the Role 
 

“The fact that primary care involves an unselected patient population 
with a tremendous diversity of problems means that pragmatism and efficiency 
become crucial” (Searight, Price & Gafford, 2004).   
 
Given the range and diversity of presentations in primary care there is a requirement 
for highly skilled and adaptive psychologists and psychotherapists from both 
assessment and therapeutic intervention perspectives. Competency in the use of 
several modalities and short term interventions is imperative. It was agreed across 
the services that at the very least practitioners ought to be proficient in Person Centred 
Therapy, contemporary Cognitive Behavioural Therapy techniques, psycho-
educational group work and techniques for the treatment of traumatic stress. The 
ability and commitment to work in the very short term is also necessary although 
longer term work may be conducted. 
 
As most services are delivered by a single professional, there is a requirement that 
s/he can clinically manage the service and implement procedures and systems for 
efficient service delivery. Evaluation of therapy outcomes as well as of the broader 
service is also an important function of the role which requires the systematic 
collection of data for statistical analysis and audit purposes. Most services routinely 
gather data and measure therapy outcomes using the CORE (Clinical Outcomes in 
Routine Evaluation) System which is a widely used tool in primary care in the UK 
(CORE System Group, 1998). Other measures are periodically conducted, such as 
client and referral agent satisfaction and impact of therapy on usage of others 
resources e.g. GP services and medication.  
 
Consultation and communication skills and the development of related protocols 
are also necessary competencies for the smooth operation of such services. They 



facilitate appropriate discussion of referrals with referral agents, psycho-education of 
GPs and allied health professionals, feedback about clients and the co-management of 
risk and care plans. 
 
Up-to-date information about and good knowledge of services provided in secondary 
and tertiary care, as well as those in the community provided through voluntary and 
other agencies is necessary to inform decisions about caseload management and care 
plans. 
 
In a co-located, integrated model there are further competency requirements of the 
role. Psychology integrated into primary care is an emerging culture and the 
psychologist therefore needs to feel comfortable in a leadership and decision-
making role that enables the driving forward of this culture. S/he needs to 
demonstrate a finely tuned sense of political, business and social acumen.  In the 
emerging culture there is a need to sell psychological science across the professional 
and service user divides. Given that many medical practitioners are in fact self-
employed and working in collaboration with the HSE, negotiation between two quite 
diverse organisational cultures is essential and sometimes challenging, in the context 
of efficient service and adherence to professional ethics. Team participation and 
joint working with diverse disciplines is a necessary competency and may be a new 
experience for some psychologists as well as for other professionals on the team. In 
the co-locational model, given the diversity of task, the responsibility attached to the 
role as well as the need for often rapid response, the psychologist needs to 
demonstrate the ability to self-manage from both self and organisational perspectives. 
Personal and organisational reflexivity is therefore an important component of the 
individual skill set. 
 
 
Profile of Referrals & Service Users 
 
Rates of Referral 
Rates of referral appear to be determined primarily by allocated resources. The 
psychologists attached to individual primary care teams can receive as many 
referrals from a single team as those serving much larger areas, on average 180 
referrals per year per whole-time psychologist or counsellor / therapist. The 
primary reason for this is thought to be the inverse correlation of referral rates and 
waiting times i.e. team members reduce their rate of referral to a service when waiting 
times increase. Wiles (1993) found that GPs referred solely on the basis of waiting 
time. In the North Inner City service forty-seven percent (47%) of GPs surveyed 
indicated that the waiting list affected their decision to refer patients to the service 
(Martin & Reilly, 2005).  
 
Rates of referral differ greatly between referral agents (Shepherd, Turton & Martin, 
2001). Anecdotal evidence suggests that recently-trained GPs and female GPs refer 
readily, with gradual uptake from older GPs as confidence grows in the service. In 
their 2005 service evaluation Martin & Reilly found that 80% of referrals were 
generated by approximately 20% of GP practices. This variation probably reflects the 
degrees to which GPs identify and engage with the psychological problems of their 
patients and their readiness to refer these problems for psychological intervention. 
 
Waiting Times 
The waiting time for services is on average four weeks. Emergencies or recent trauma 
incidents are generally seen immediately or within a few days. 



 
Opt-In and Attendance 
Services generally use an opt-in system, whereby clients who are referred will not be 
listed for a service until they contact the service personally to express interest. Of the 
referrals accepted by services, about 80% of people opted in and 60% attended first 
appointments. Where waiting times are short i.e. less than four weeks, attendance can 
be up to 80%. It is the experience in the South Inner City service that when addictions 
were identified at point of referral and referred on to specialist services, DNA on first 
appointment was reduced from 30% to 11%. 
 
Gender 
Across services most of those referred are female (77%) vs. 23% male. 
 
Age  
Across services the age profile is generally as follows with some variations reflecting 
local demographics: 
 

Age < 18 18-25 26-35 36-50 51-65 > 65 
Percentage 2% 18% 30% 29% 17% 4% 
 
Referral Issues according to Referral Agents 
Where psychologists are on primary care teams referrals are generated by other team 
members. In the more traditional services referrals are made by GPs. Across services 
the issues named by referral agents on referral have included the following: 
 
Generalised 
Anxiety Disorder 

Health Anxiety Phobia Suicidal Ideation / 
Attempt 

Depression Traumatic Grief Domestic Violence Post Traumatic 
Stress Disorder 

Obsessive 
Compulsive 
Disorder 

Personality 
Disorder 

Body Dysmorphia Self-harm 

Eating Disorder Child Physical and 
Sexual Abuse 

Sexual Dysfunction Stress 

Addiction Parenting Problems Relationship 
Difficulties 

Concerned Persons 

 
However the primary presenting problems, as named by referral agents, roughly fall 
into the following categories: 
 
Anxiety Related Issues 30% 
Depression & Related Difficulties 30% 
Relationship Problems /Bereavement /Adjustment /Trauma /Addiction etc. 40% 
 
Problem Duration  
Problem experienced < 6 months  25% 
Problem experienced 6 - 12 months  10% 
Problem experienced > 18 months  65% 
 
Severity of Problems 
 Research has shown that the severity of presenting problems in primary and 
secondary settings is comparable, with equivalent levels of psychopathology, 
subjective distress and life satisfaction within both (Tata, Eagle & Green, 1996; 



White, 2000). Moreover recent research in Northern Ireland found that the mean 
level of psychological distress in a primary care sample (n=63) was higher than 
in other UK primary and secondary care samples (Gallagher & Kenny, 2007). 
Consistent with findings in primary care services in the U.K., it was found that 
those referred to primary care services in Ireland had high levels of 
psychopathology and difficulties that were long-standing. Using the Symptom 
Checklist-90-R, the North Inner City service profiled clients’ level of psychological 
distress and psychopathology on initial presentation. It was found that those referred 
had a high level of psychopathology with 83% of clients scoring above the threshold 
for “caseness” (Martin & Reilly, 2005). Figures available from the North East 
Primary Care Counselling Service evaluation undertaken in 2006 indicated that, of 
135 clients who completed the CORE at the outset of counselling, 62% were in the 
clinical range on presentation (Ward, 2006). Using the same measure, O’Connor & 
Hevey (2008) found that, in a sample of 189 primary care clients in the North Inner 
City, 81.5 % scored in the clinical range on presentation.  
 
Even where there are suitable specialised services, anecdotal evidence from GPs 
suggests that assessment at primary care level is their first choice for patients and that, 
for some patients, primary care is the only acceptable route into psychological 
services. Moreover while the patient’s distress may be recognised by the GP, it is 
often only when the patient arrives in to the psychologist or counsellor / therapist that 
the level or extent of their disturbance is identified (Shepherd, Jarrett, & Thomson, 
2002). 
 
Prevalence of Early Trauma 
While anxiety and depression are the most commonly cited problems on referrals, 
during assessment and therapy these symptoms often come to be understood in the 
broader context of clients’ life experiences, past and present. Childhood histories 
involving developmental 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 with the exception of the North East 
Primary Care Counselling Service where the percentage is less. This is thought to be 
related to use of specific referral criteria which strictly exclude complex psychological 
difficulties including trauma. The fact that the service is linked directly with the 
National Counselling Service for Adults Who have Experienced Childhood Abuse 
also facilitates GPs to refer clients directly to that service where childhood abuse and 
trauma have been identified. 
. 
 
Assessment of Therapeutic Need and Interventions 

 
Initial Assessment Session 
In the first assessment meeting some intervention takes place also. At this initial 
session, the therapeutic skill required is manifold;  to communicate a sense of safety 
and trustworthiness to the client and build a therapeutic alliance, to help them to frame 
their presentation in an understandable and manageable format, to explore their goals, 
resources and readiness to engage in a therapeutic process.  Then options are outlined; 
these include useful books, relevant groups and resources as well as or in advance of 
one-to-one sessions. Simple techniques for the management of symptoms or distress 
may be taught. 
 



The framing of the client’s issues requires a comprehensive and intimate knowledge 
of all the various diagnoses, developmental issues, addictive patterns and trauma (both 
developmental and acute).  This can only be built up over years of clinical practice, 
spread over several population types.  It allows the practitioner to identify, and place 
in a person’s life context, the various symptoms as they are gradually put on the table.  
Careful questioning is also necessary.  When this is done well, the client feels both 
seen and held, which reduces anxiety, and generates a sense of hope that their 
difficulties will be manageable. This is a crucial piece of psycho-education, done 
within a rapidly developed therapeutic alliance. 
 
If addictions are identified at the initial session, then motivational interviewing may 
be employed to help the client engage with specialist addiction services before 
continuing with primary care counselling.  Generally, it is expected that the person 
would not use any alcohol or drugs for the duration of one-to-one work. 
 
Self-Help: Books and Group Work 
Self-help options allow the client to begin a process of self-empowerment.  Once 
addictions and/or past trauma have been identified, and their impact explored, relevant 
self help books and groups in the community can be suggested.  There are a number 
of very useful books, covering the most commonly encountered issues. For example, 
books on co-dependency are popular (‘Co-dependent No More’ by Melody Beattie, 
1989). ‘Waking the Tiger’ (Peter Levine, 1997) is regularly used for trauma as it 
specifically addresses the body and gives exercises which help resolve physical and 
emotional symptoms.  
 
Formal Book Prescription / Recommendation Schemes have been developed in the 
North Inner City of Dublin and in Meath in partnership with the local library services. 
GPs and other mental health professionals are resourced with a book list of high-
quality self-help books covering a broad range of common mental health problems. 
These books may be prescribed or recommended to patients who can access the books 
through local libraries. There is strong evidence for the effectiveness of self-help 
books based on a cognitive behavioural approach. The National Institute of Clinical 
Excellence (NICE 2004a, 2004b, 2004c) in the UK has made a number of 
recommendations that self-help books be used in primary care as a first step in a 
stepped care approach to the treatment of difficulties such as mild and moderate 
depression, anxiety and eating disorders. There appears to be a considerable appetite 
in the public for self-help options as evidenced by the 2500 books that were issued 
from six North Inner City of Dublin libraries in the first year of the scheme. There is 
also anecdotal evidence from a North Wicklow book shop that cannot keep up with 
the demand for the self-help CD ‘Mindfulness for Beginners’ by John Kabat-Zinn. 
 
Various psycho-educational groups focussed on Mindfulness, Personal Development, 
Living Well, Emotional Coping or Developmental Healing can provide not only 
personal resourcing for life-long coping, but also the benefit of a group experience.  In 
addition to assisting more people at a time, group work has a number of very 
important benefits.  It normalises needing help and talking about one’s problems 
openly and then it pools the wisdom and experience of all involved.  It breaks the 
sense of shame and isolation with which many people struggle. Groups organized 
around a positive, non-pathologised focus are thought to work best to de-stigmatize 
common problems. 
 
One-to-one Intervention Strategies 



In order to manage the volume of work as effectively as possible and in order to treat 
more than symptoms, the use of several modalities is imperative. The work demands a 
multitude of psychological intervention strategies driven by the service user. 
Methodologies currently employed include contemporary Cognitive-Behavioural 
Therapy (CBT), Solution Focused Brief Therapy (SFBT), Person-Centred Therapy 
(PCT), Motivational Interviewing, Systemic Therapy, Cognitive Analytic Therapy 
(CAT), Mindfulness, Inner Child Work, Couples therapy, Group Work, Traumatic 
Incident Reduction, Body Focused Trauma Treatment, Critical Incident Debriefing 
and Psycho-education.  
 
Length of Interventions 
The ability and commitment to work in the very short term is necessary although 
longer term work may be conducted. In the integrated settings of Ballymun and the 
South Inner City, contracts range from 1 to 16 sessions, with averages of 3 and 5 
sessions respectively. Services operating along a traditional model typically offer six 
to eight sessions of therapy. The number of sessions can range between 1 and 21 
sessions, with an average of about 6 sessions. 
 
The counsellor / therapist in North Wicklow offers longer term psychotherapy to a 
number of clients i.e. 20 to 45 sessions. Research has shown that this number is 
needed for the majority of clients to do deeper work effectively (Carr, A. 2007). 
 
Drop-out 
Research benchmarking dropout from primary care counselling services in England 
found a mean dropout rate of between 40% and 50% (Connell, Grant & Mullin, 
2006).  The variation in the figures is due to incomplete files, in which the authors 
estimated the termination status. In the North Inner City dropout rates of 40% and 
41.5% were found (Martin & Reilly, 2005; O'Connor & Hevey, 2008). In the services 
of the South Inner City and the North East however, dropout rates are substantially 
lower (6% and 15-20% respectively). This is possibly due to a number of factors 
involving co-location; the attendant compliance with referral agent recommendation 
and de-stigmatisation of mental health services (O’Grady, Creaner & Hawkins, 2008) 
as well as the screening out at point of referral of patients with active addictions. 
 
O’Connor & Hevey (2008) shine light on the differences between ‘dropouts’ from 
therapy and ‘completers’ of therapy in primary care.  The profile of ‘dropouts’ tended 
to be younger, more hostile, with higher levels of distress upon intake and poor 
psychological mindedness. Poorer therapeutic alliance was also identified. This 
research also indicated that women under 30 were more likely to drop out of therapy 
than women over 30 or men of any age group.  The percentages of dropout and 
completion for groups are detailed in the table below (n=189).  
 
 
Client Group ( % of total) Dropout Rate (%) Completion Rate (%) 

Women under 30 (28.4%) 67.3% 32.7% 

Women over 30 (48.1%) 35.2% 64.8% 

Men under 30 (11.5%) 47.6% 52.4% 



Men over 30 (12%) 45.5% 54.5% 

 
 
Re-referral and Episodic Intervention 
Some of the longer established services have identified that re-referral of patients is 
occurring appropriately, some up to 15%. A case in point is the referral of a patient in 
2004 for stress, where issues of child sexual abuse and bereavement were identified 
on assessment but intervention was only acceptable to the client and focussed on 
current relationship issues. The client was re-referred in 2005 and addressed an 
outstanding bereavement. Then in 2007, after a domestic incident, the client returned 
to the service ready to address childhood experiences. The client was given a short-
term intervention which included a formulation and the revision of some problematic 
relationship patterns. The client accepted a referral to the National Counselling 
Service and undertook a Mindfulness course in the meantime. This case highlights 
the potentially episodic way in which patients may use primary care psychology / 
counselling as they take control of their journey towards mental health in 
manageable stages over the longer term.   
 
Similarly episodic work can be undertaken through Group Work whereby the client 
graduates from a group focussed on Symptom Management to a broader Personal 
Development group and on to a Developmental Healing group with a deeper focus. 
The counsellor / therapist in North Wicklow has developed stepped group and 
individual work structures to facilitate this.  
 
Participation in broader Primary Care and Preventive Interventions 
Psychology has the potential to be critically involved at many levels of service 
delivery in primary care. The key to this is for the psychologist to be integrated in the 
primary care team and flexible and open to the possibility of working with other 
disciplines and a variety of populations.  
 
In the Ballymun Primary Care Team, for example, the psychologist participates in a 
local ante-natal programme encouraging parents to ‘keep the baby in mind’ which 
influences the future psychological development of the child (Zeanah, 2005). A 
‘Starting Afresh’ course was facilitated with a member of a community based 
initiative and focussed on stress management with individuals who considered 
themselves to be experiencing difficulties in managing their daily lives. The 
psychologist has also been involved in the development and initial implementation of 
a Falls and Fracture Prevention Programme for individuals aged 65 and over.  
 
In the South Inner City of Dublin, a parenting programme for the parents of 
adolescents and a psycho-education programme on menopause-related issues are 
commencing in October 2008. 
 
 
Outcomes 
 
Standard Measures of Therapy Outcomes 
The CORE (Clinical Outcomes in Routine Evaluation) is increasingly adopted by 
primary care services in Ireland. This collects data through its assessment and end-of-
therapy forms (including demographics, audit information, details of presenting 
difficulties, client factors like psychological mindedness and motivation). Then the 



self-report outcome measure, covering well being, functioning, risk and problems, is 
used pre- and post-intervention. Service reports can be issued using CORE-PC and 
data can be benchmarked against norms based on other primary care counselling 
services, primarily in the UK. 
 
The original primary care counselling pilot project in the North East (Ward, 2006) 
found that where clients completed therapy (n=127), 79% improved i.e. there was 
a reduction in the overall levels of symptoms and an improvement in wellbeing 
(65% of clients indicated both clinical and reliable improvement i.e. they moved 
from the clinical range on presentation to the normal range on completion of 
therapy), 2% disimproved while 19% showed no change. Findings were similar in 
the North Inner City of Dublin (Martin & Reilly, 2005) where comparisons of pre- 
and post-therapy scores on the SCL-90-R demonstrated a significant and substantial 
reduction in levels of distress post-therapy. Improvements were apparent in 75% of 
cases with a 60% reduction in ‘caseness’ in the studied group (n=26) i.e. movement 
from the clinical to non-clinical range. Deterioration took place in 5% and 20% 
demonstrated little or no change. There were considerable changes in scores 
regardless of how severe the distress initially was.  
 
With regard to clients with early trauma, the experience across the services here is that 
outcomes can be good as long as attention is paid to resourcing the client with coping 
skills, goals are realistic and the work is contained. This experience echoes the UK 
experience (Burton, 1998; Shepherd et al., 2002). 
 
Referral Agent and Client Satisfaction 
Very high levels of satisfaction have been reported by GPs and clients (Martin & 
Reilly, 2005; O’Grady et al., 2008; Reilly, 2008; Ward, 2006). GPs reported 
satisfaction with aspects of services including communication protocols, short waiting 
times, no cost, observed benefits for patients as well as ease of access and lack of 
stigma for patients in co-located services. Clients reported satisfaction with the 
services they received, their psychologist or counsellor / therapist and the outcomes of 
their therapy.  
 
The Benefits of Co-location and Integration 
The benefits of co-location with the primary care team are significant. Where 
clients are anxious or ambivalent about engaging in the therapeutic process the 
psychologist can drop in to an appointment the patient may have with another team 
member and be introduced to them. If a team member has an immediate concern in 
relation to a particular client the psychologist may be on hand to offer support and/or 
do a joint consultation.  Similarly, if the psychologist is working with a client and has 
concerns that can be addressed by another team member, an immediate appointment 
can often be facilitated. Being co-located and /or integrated enhances communication 
between the psychologist and members of the primary care team. Discussions in 
relation to clients and service delivery can happen more readily.   
 
Recent evaluations of the co-located services indicated that GPs and clients were very 
satisfied with the benefit derived (O’Grady et al., 2008; Reilly, 2008; Ward, 2006). 
GPs reported being very satisfied with how the services met previously unmet needs 
and increased patient choice (Reilly, 2008). O’Grady et al. found that the co-location 
of psychology services with primary care teams provided access to those for whom 
usual mental health services were either invisible or unattainable and that the setting 
proved successful at lowering perceived stigma of attending therapy. 
 



Wider Benefits 
Data relating to twenty eight former clients of the North Inner City of Dublin primary 
care psychology service was collected from GP files in an attempt to measure wider 
benefits in terms of cost-savings. 89% of these clients showed a decrease in surgery 
attendances since completion of therapy and one third had their psychotropic 
medication reduced since referral (Martin & Reilly, 2005). In the North East pilot 
project 56% of GPs identified that counselling had contributed to a reduction in 
patient attendance for GP consultation and 37% reported that the level of medication 
prescribed for patients who attended counselling had reduced. In Ballymun, GPs 
attributed decreased medication for referral issue and fewer surgery visits for referral 
issue to the provision of the primary care mental health service (Reilly, 2008). 
 
 
Conclusion 
 
Given that psychological services in primary care is a relatively new concept in the 
Irish context, its integration represents both a cultural and a cognitive shift, not just 
within the medical and allied health professions but also within the societal 
framework as represented by the service user.  The mission focus on individual 
empowerment and choice and the process of encouragement towards episodic self-
referral serves in no small way to facilitate the de-stigmatisation of mental illness 
amongst service users.  
 
Many variables emerge in the provision of such services and are dependent on the 
service model being deployed in the first place. In addition, there are the socio-
economic and cultural contexts in which such services are situated. The level and 
depth of service delivery appears to be correlative with the level of psychological 
integration and strength of leadership within the primary care team. ‘A Vision for 
Change (Dept. of Health & Children, 2006) highlights the need for a comprehensive 
range of psychological therapies at primary care level. Worldwide best practice 
advocates for integration and co-location. Integration and co- location appear to 
demand particular skill sets over and above the basic clinical and psychotherapeutic 
requirements of psychological posts in primary care.  This implies leadership, drive 
and focus. In this context the recruitment process for posts in primary care, whether 
they are psychologist or psychotherapist, needs to adopt a broad approach which 
encompasses clinical, social, cultural and business acumen as well fine-tuned 
reflexive, organisational and self-management skills. 
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