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Introduction

Meeting the needs of the 1 in 6 adults with mental health 

problems represents a significant service provision challenge. 

That 90% of mental health presentations, including up to 30% 

of severe and enduring presentations, are managed typically by 

general practitioners (GPs; Goldberg & Huxley, 1992) reflects 

the need for robust primary care mental health services (World 

Health Organisation [WHO], 2008). However, despite rollout of 

our primary care strategy (Department of Health & Children, 

2001) such services still remain largely undeveloped in Ireland. 

Indeed, access to psychology services are a priority among 

GPs who are increasingly looking for non-pharmacological and 

rapid interventions for the high throughput of mild-to-moderate 

mental health presentations in primary care (Ni Shiothcháin & 

Byrne, 2009).

The significant clinical need-service provision gap demands 

that managers introduce service structures that deliver high 

throughput but also quality interventions (i.e., accessible, 

effective and efficient; Bower & Gilbody, 2005). Building on the 

work of White (2000, 2008), a potential model (see Figure 1; 

Kierans & Byrne, 2010) proposes primary care practitioners 

assessing service users, and developing and providing 

individualised intervention programmes that span a range of 

layered intervention options. Inherent in this model is a focus on 

developing links with community based agencies and across 

disciplines.

Roscommon based GPs had highlighted a desire for 

psychology services (Byrne, 2007). Locally 1 in 3 adult GP 

attendees were presenting with psychological distress with as 

few as 11% of those with psychological distress receiving some 

form of support or psychological intervention (Hughes, Byrne, 

& Synnott, 2010). Any new service delivery designed to meet 

this need had to be resource-neutral. Hence, four volunteers 

(only one of which remained working for the contracted 12 

month period), each with a minimum qualification of a Masters 

of Science (MSc) in Applied Psychology, were recruited to 

work four days per week as primary care adult mental health 

practitioners (PCAMHPs). Similar to the role of improving 

access to psychological therapies (IAPT) low intensity worker 

training posts (Clark & Turpin, 2008) the rationale for these 

practitioner posts was that there was a significant pool of 

graduate psychologists with reasonably well-developed clinical 

competencies. 

This paper details how this pilot primary care service was 

established in the Roscommon local health office area and how 

it performed during a nine month period. It is hoped that this 

paper will highlight to all stakeholders the potential of such a 

service and how it can be improved upon. 

Training / Supervision / Materials

The practitioners initially attended workshops by two clinical 

psychologists on a variety of common adult mental health 

presentations that local GPs had indicated they wanted input 

on (Byrne, 2007). They also attended other workshops such 

as Applied Suicide Intervention Skills Training (ASIST) and  

Children’s First Guidelines training. Group supervision was 

provided by the local principal psychology manager on a weekly 

to fortnightly basis. Initially content-driven, this became more 

process oriented over time. Working in the same building, the 

principal was also available some days in person and otherwise 

by telephone.

Over the course of their work, the practitioners benefited 

from using a selection of books and websites, some of which 

are listed among this paper’s references (e.g., Burns, 1989; 

Centre for Clinical Interventions, n.d.; France & Robson, 2005; 

Greenberger & Padesky, 1995; Hawthorn, Salkovskis, Kirk, & 

Clark, 1989; Northumberland, Tyne & Wear NHS, n.d.; Padesky 

& Greenberger, 1995; Wilson & Branch, 2006) .

Referral / Attendance Profile

An open referral system (e.g., including self-referrals) was 

employed to facilitate ease of access. Exclusion criteria 

included those who were younger than 16 years old, those 

wanting to address a severe and enduring mental health 

problem (e.g., personality disorder, schizophrenia), those 

who posed a significant risk to self or others and those with 

presentations (e.g., childhood sexual abuse [CSA] related 

complex posttraumatic stress disorder [PTSD]) that were 

deemed likely to be unresponsive to brief intervention (e.g., 

Ryan-Morgan, Scott-Lawson, Godfrey, & Thornton, 2004).

Out of 72 referrals (72% female; 28% male), only 48 (or 67%) 

attended for an initial appointment. Four of the attendees were 

self-referrals, 3 of whom were female. Of the 33 attendees 

for whom there were (partial or full) data, 29 (or 60% of all 

attendees) had heard about the service through their GP while 

the other 4 service users (or 8%) heard about the service either 

from other health care professionals, via word of mouth and/

or via advertisements. Women accounted for 26 (or 54%) of 

all attendees. Table 1 provides a breakdown of the primary 

reasons for referral (n = 72) as indicated in referral letters. The 

most common reasons for referral included depression / low 

mood (28%), subthreshold anxiety (13%), PTSD (9%), panic 

disorder (9%), interpersonal problems (8%) and stress (7%). 

However, there were high rates (24%) of comorbidity among 

referrals, highlighting the complexity of these mild-to-moderate 

mental health difficulties. 

Seventeen per cent (n = 8) of attendees did not return to the 

service after their initial appointment. The mean number of 

appointments attended by service users was four. 
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Table 1. Percentage Breakdown of Referral Presentations as 

Indicated in GP Referral Letters

Indicated Presentation %

Depression / low mood 28

Sub-threshold anxiety 13

PTSD 9

Panic disorder 9

Interpersonal problems 8

Stress 7

Bereavement 5

Self-esteem 5

Indicated Presentation %

Anger 4

Food related issues 4

Rehab support 2

Alcohol misuse 2

Bipolar disorder 2

Generalised anxiety disorder (GAD) 1

Support with a terminal illness 1

Figure 1. Overview of a potential model of service delivery 

(Kierans & Byrne, 2010).

Service Structure

As outlined in Figure 1 (Kierans & Byrne, 2010), the service 

sought to establish the following:

• A walk-in clinic, available to the public for three afternoons 

per week: This was poorly attended.

• A bibliotherapy or healthy reading scheme: Launched 

in conjunction with the local library service, this scheme 

involved GPs and other health care staff recommending 

self-help books from both a child and family list (23 books 

loaned out) and an adult reading list (26 books loaned 

out). Along with an information leaflet and advertisement 

posters, these lists were developed from those of Elaine 

Martin (Health Service Executive [HSE]), Jim Cullen (HSE), 

Professor Neil Frude of the Cardiff and Vale NHS Trust and 

the Gwent NHS Trust.

• Self-help groups: Although these were offered to all service 

users most were unwilling to attend and typically requested 

to work one-on-one with the practitioners. 

• One-to-one brief interventions consisting of a maximum of 

six sessions using predominantly a cognitive behavioural 

therapy (CBT) approach: This time- and resource-intensive 

approach became the primary means of clinical work.

• Web-based CBT: In conjunction with Trinity College Dublin 

(TCD) and the Mater Hospital, efforts were made to 

develop I-Steps, an interactive, web-based mental health 

support programme. However, local service users were not 

forthcoming to help in developing this programme. 

Further to being provided with information leaflets, individuals 

who were assessed as presenting with mild-to-moderate 

presentations were directed towards the bibliotherapy reading 

lists. Thereafter, and if determined appropriate, they were offered 

more intensive interventions; for example, group therapy and 

then one-on-one brief therapy. At therapy cessation if service 

users requested or required further intervention they were 

referred to secondary care mental health services. Individuals 

with severe presentations that warranted onward referral to 

more appropriate services (e.g., the National Counselling 

Service) but who were wait-listed for these services were 

similarly offered a stepped care service if the expectation was 

that they would benefit from same in addressing secondary 

issues (e.g., relationship difficulties).

Service Evaluation Measures

Several service utilisation measures were employed (e.g., 

referral numbers, attendance numbers, number of bibliotherapy 

books requested, number of walk-in clinic attendees). The 

34-item self-report Clinical Outcomes in Routine Evaluation 

– Outcome Measure (CORE-OM; Evans et al., 2000, 2002) 

was used to measure the clinical effectiveness of interventions 

provided. Developed by the Psychological Therapies Research 

Centre in Leeds, this validated outcome measure profiles 

subjective wellbeing, problems, life / social functioning and risk 

to give an overall score for global distress. Service user and 

GP service satisfaction was evaluated using self-completed 

questionnaires. Non-attenders to the service were invited to 

indicate their reasons for not attending via a self-completed 

questionnaire. Bibliotherapy users were asked to complete a 
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short evaluation questionnaire on return of their book to any 

one of the several local libraries.

Clinical Effectiveness

More stringent than both the effect size statistic and the 

reliable change index (or the percentage of service users 

who experience a statistically significant improvement in their 

symptoms), the clinical change index indicates the clinical 

significance of change. Introduced and later expanded upon 

(e.g., Jacobson, Follette, & Revenstorf, 1984; Jacobson, 

Roberts, Berns, & McGlinchey, 1999; Jacobson & Truax, 1991), 

this index combines the reliable change index (as above) and 

whether the service user has recovered to a nonclinical range 

of functioning. Using the 28 non-risk item summary score that 

measures the level of distress expressed as the average mean 

score of the 28 non-risk items (as recommended by Evans, 

2003), referential data from a large UK study provided the cut-

off point between clinical and non-clinical populations. The cut-

off points for males and females for the total non-risk items were 

1.36 and 1.5 respectively in their study (Evans et al., 2002). To 

calculate clinically significant change, this present study used 

what is termed criterion C or the greater likelihood of a service 

user being in the normative distribution post-intervention than 

in the clinical distribution (Evans, Margison, & Barkham, 1998).

Working with the 20 available sets of completed data, Table 

2 presents the improvement and recovery rates of service 

users as determined by their scores on the non-risk scale. 

Remarkably, no service user deteriorated. Of the 9 service users 

(or 45%) who had the potential for clinically significant change 

7 (or 35%) achieved clinically significant change. The remaining 

11 (or 55%) were not within the clinical range to begin with and 

so could not make a clinically significant change yet 8 of these 

(or 40%) achieved a reliable improvement.

Table 2. Cross Tabulation of Reliable Change against Clinically 

Significant Change for ‘All Non-risk’ Scores

Clinically Significant Change 

(Criterion C)

Reliable change

Yes No Total

Failed to achieve clinically significant 
change despite sufficient initial score

0 2 2

Started better than criterion for clinically 
significant change

8 3 11

Clinically significant change 7 0 7

Total 15 5 20

Satisfaction Surveys

No bibliotherapy users completed the evaluation report when 

returning books to their library. Only 21 GPs completed 

satisfaction questionnaires (i.e., a 42% response rate). While the 

majority of GPs (n = 15; 71%) who returned questionnaires were 

either ‘satisfied’ or ‘very satisfied’ with the service, four (or 19%) 

were ‘dissatisfied’ or ‘completely dissatisfied.’ Waiting list times 

were found to be ‘acceptable’ or ‘very acceptable’ by many (n 

= 11; 52%). However, others found it to be ‘unacceptable’ (n 

= 7; 33%). Most GPs (n = 19; 90%) indicated they were happy 

with the service user feedback they received and all thought 

the provision of the service in outlying health centres around the 

local health office area would be ‘beneficial’ or ‘very beneficial.’ 

Only two GPs (10%) were aware of the walk-in clinic and only 

one GP had recommended it. Almost half of GPs (n = 10; 48%) 

were aware of the bibliotherapy scheme of whom half had 

recommended it to their service users.

When asked how the service and linkages with the service 

could be improved two central themes emerged. First, 

communication could be improved via having the practitioners 

attend primary care team (PCT) meetings, and providing more 

information about how the service functioned and practitioners 

details (e.g., their training). Second, waiting times for an initial 

consultation needed to be reduced. 

Thirty-three service users (79% female; 21% male) completed 

a satisfaction questionnaire (i.e., a 69% response rate). Many 

were ‘very’ or ‘quite satisfied’ with the length of time spent on 

the waiting list (n = 19; 40%). Twelve (or 25%) rated it as ‘okay’ 

while one (or 2%) rated it as ‘quite bad’. Many were ‘satisfied’ 

with the amount of appointments they received (n = 28; 58%). 

However, five (or 10%) indicated they ‘would have liked more’ 

appointments. All respondents stated that appointments were 

at a convenient time of the day. Just over half reported that 

their concerns were listened to ‘very well’ (n = 26; 54%) while 

five (or 10%) found they were listened to ‘quite well’ and two 

(or 4%) were ‘not sure’. Thirty one (or 94%) were ‘very’ or ‘quite 

satisfied’ with the service as a whole. Two (or 6%) were ‘not 

sure’ if they were or were not satisfied. 

Respondents subjectively rated the improvement of their 

problem at their last session. People mainly reported that their 

concerns were ‘much better’ or ‘better’ (n = 28; 58%), others 

found they were ‘about the same’ (n = 5; 10%). At the time of 

receiving the questionnaire (which in some cases was up to six 

months after attending the service), most stated their problems 

were still ‘much better’ or ‘better’ (n = 27; 56%), some were 

‘the same’ (n = 5; 10%) and for one person (2%) their problems 

were ‘a bit worse.’

When asked if there was anything they would like to be different 

about the service some service users indicated that there was 

nothing they would change (n = 25; 75%) while some others 

agreed that there were aspects they would change (n = 6; 

18%). Suggested improvements included having an after care 

system in place, a liaison service (e.g., to liaise with solicitors), 

having the service in outlier centres and less paper work.

Twenty non-attenders (i.e., an 83% response rate) responded 

that the primary reason for non-attendance was attending 

another service at time of appointment offered (n = 5; 25%), 

work and family commitments (n = 5; 25%), problems / 

symptoms had resolved by the time initial appointment offered 

(n = 4; 20%), believing that the index problem did not warrant 

a referral (n = 2; 10%) and difficulties arranging transport to the 

service (n = 4; 20%).
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Discussion

This paper highlights how a small team of PCAMHPs processed 

72 referrals with varied presentations, 48 of which attended for 

initial assessment. The mean number of attended one-to-one 

intervention appointments (i.e., four) compares with that from 

other studies of primary care mental health services (e.g., 4.6 in 

Gilbert, Barkham, Richards, & Cameron, 2005). As to whether 

such intervention was effective remains unclear due to limited 

data. Similar to post-therapy completion rates of CORE-OM 

forms in other studies (e.g., 39%; Bewick, Trusler, Mullin, Grant 

& Mothersole, 2006), complete data were available for only 20 

of the 48 attendees (or 42%). While eight service users (or 17%) 

showed reliable improvement, only 7 of the 48 attendees (or 

15%) showed clinically significant change. However, this low 

figure is also partially due to only 11 of the 20 referrals (or 55%) 

for which there was complete data having initial subclinical 

presentations. Although this figure is fairly consistent at around 

only 20% in other psychological therapy studies (Evans et 

al., 2002) such referrals may reflect the inherent difficulties in 

determining severity in routine clinical practice and how it is 

good practice to refer individuals for a second opinion (Curtis 

& Byrne, 2009). This process can also help referrers to confirm 

their judgement and refine their diagnostic skills.

While satisfaction rates from both referrers and service 

users were generally positive such data can be inherently 

biased. Drawing also from data from non-attenders, it is 

clear that communication was less than adequate as was 

the waiting time for initial assessment appointments. It is 

unclear whether referrals were engaged immediately (e.g., 

with information leaflets, bibliotherapy) or only when offered an 

initial appointment. Additionally, some aspects of the proposed 

service (e.g., one-to-one therapy) appeared to be prioritised 

over others (e.g., mental health promotion, group CBT, walk-

in clinic). Although this may partially reflect practitioner drift 

towards the more familiar service provision mode of one-to-one 

work (and inevitably long waiting lists), many service users were 

reluctant to engage in anything other than individual therapy 

(e.g., group CBT) possibly due to confidentiality and/or stigma 

concerns. The latter may be reduced by renaming groups as 

workshops or skills-for-life programmes. 

The methodological weaknesses of this retrospective study that 

most limit the generalisability of findings were the small sample 

size and the lack of complete clinical data for 58% of referrals. 

Of most concern, future service evaluations need to prioritise 

collecting pre- and post-therapy CORE-OM data. Additionally, 

how this data is best interpreted is open to question given 

that some studies have presented different cut-off scores 

differentiating clinical and nonclinical populations (e.g., 1.19 

and 1.29 for males and females respectively; Gilbert et al., 

2005). While the CORE-OM appears to be a good measure 

of gauging if service users are doing well, measuring whether 

they achieve recovery across multiple domains (e.g., social, 

occupational, community integration) also needs profiling.

Data was lacking in many other respects. Formal diagnoses 

(e.g., using DSM-IV) were not available on a reliable basis 

and no detailed assessment of presentation chronicity was 

made. The age profile of referrals, caseload sizes, waiting list 

numbers, the waiting times for initial engagement (e.g., when 

bibliotherapy materials were sent out) and for initial assessment, 

the percentage of referrals who failed to opt-in (or confirmed 

they wanted to be put on a waiting list for assessment), 

the number who failed to attend for initial and subsequent 

appointments, the number who dropped out eventually and 

the number who were taking psychotropic medications were 

not routinely recorded. With regard to the latter, other studies 

have indicated that over 50% of primary care attendees with 

mental health concerns may take such medications. The 

determination of whether psychological interventions have 

been effective needs to consider the impact of medication 

(Gilbert et al., 2005). Hence, there is a need to establish a data 

collection system that facilitates routine evaluation. However, 

as with all multicomponent interventions, it would be difficult to 

isolate the unique impact of each layer of care on service user 

clinical progress. Additionally, assessing some service provision 

elements (e.g., interfacing effectively with community services) 

would be difficult to capture in whatever suite of performance 

indicators is adopted.

Going forward, as GPs vary in their interest and clinical 

competence in dealing with mental health problems (Copty & 

Whitford, 2005), ideally this would be profiled, in addition to 

researching why some GPs might not refer. Such data could 

facilitate tailoring service provision to specific GP practices. 

Hence, future PCAMHPs may need to respond flexibly by 

providing basic mental health psychoeducation to some (less 

developed) practices but only need to inform other (more 

developed) practices that their service exists.

Future services could be developed in a number of other ways. 

While the mean number of appointments attended in this 

study was four, 75% (of those for which there were complete 

data) showed reliable improvement and 35% showed clinically 

significant change. Yet, some studies (e.g., Gilbert et al., 

2005) have indicated that significant improvements in service 

users’ mental health can be made within 1 to 3 sessions of 

psychological intervention. Hence, it might be advantageous 

to cap the number of appointments offered at less than six. 

Notwithstanding the need for flexibility (e.g., when there are co-

morbid presentations), such a numeric cap could be determined 

by monitoring (after each appointment) when CORE-OM scores 

reach nonclinical status and calculating the mean across all 

service users. Alternatively, having service users complete the 

CORE-OM at the midpoint of therapy (i.e., post appointment 

number three) could facilitate a more complete data set. 

Though secondary care services continued to insist on GP 

only referrals, it might also be necessary to either more readily 

refer on or focus attention on those who initially present with 

the highest CORE-OM scores (Terry, Shepherd, Simonds, & 

Sperlinger, 2007). The latter could be facilitated by recirculating 

to GPs (and asking them to strictly adhere to) more clearly 

defined and stringent referral criteria and/or educating them at 

their continuous medical education (CME) meetings as to what 

constitutes severity. As per feedback in this evaluation, it is also 

critical to begin intervention immediately upon receipt of referral 

by possibly predicting therapeutic need from the referral letter 

rather than waiting for findings from an initial assessment.
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Due to the absence of a travel budget, the service was only 

delivered from a single geographical base within a local 

health area of wide geographical spread. The service could 

be improved by operating out of a number of bases, possibly 

utilising a hub-and-spoke model, whereby service users from 

one GP practice could be seen in another base practice. Out 

of hours services could be offered, possibly in the form of large 

scale psychoeducational cognitive behavioural evening classes 

(White, 2000) or an open therapeutic group for wait-listed 

service users. Web-based psychoeducation and/or CBT could 

also be offered.

Service structure aside, it is critical to recruit PCAMHPs on the 

basis of core competencies including skills in assessment and 

evidence-based brief psychological interventions. That several 

postgraduate psychologists (only one of which remained for 

the contracted 12 month period), working under the close 

supervision of a principal psychology manager, delivered this 

service in a competent and effective manner is not surprising 

given that many of these psychologists spend an average of 

10 years studying and working in a variety of settings in their 

pursuit of entry onto a Doctorate in Clinical Psychology (D. 

Psych. Sc.) programme in Ireland (O’Shea & Byrne, 2011). In a 

context of limited funding, the HSE (and principal psychology 

managers) would be well advised to consider creating a new 

grade of PCAMHP to meet the pressing mental health needs 

of adults presenting in primary care, in the expectation that 

there would be reduced utilisation of (expensive) secondary 

care mental health services. Indeed, in the United Kingdom 

(UK) it was originally expected that most of the new primary 

care graduate mental health workers would be graduate 

psychologists who would help GPs manage and treat common 

mental health problems (Bower, 2002; Bower, Jerrim, & Gask, 

2004). It is also important for these practitioners to consider 

becoming more facilitative (i.e., try to bring out and develop 

psychological expertise in others) rather than merely working 

in a consultative manner (i.e., teaching or telling others what to 

do; McCourt, 2002).
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Interested in writing for  

The Irish Psychologist?

The Irish Psychologist is published by the PSI as a means of 
disseminating information as well as a forum for the discussion of 
issues relevant to psychologists in Ireland. It aims to appeal to both 
academic psychologists and practitioners, and to keep members 

informed of events and developments concerning psychology in Ireland. 

The Irish Psychologist is edited by Dr Suzanne Guerin (School 
of Psychology, University College Dublin), Dr Aileen O’Reilly (School  
of Nursing and Human Sciences, Dublin City University), Dr Dermot 
Ryan (School of Psychology, University College Dublin) and Dr Mimi 

Tatlow-Golden (School of Psychology, University College Dublin)

What types of submissions are welcome? 

The editors welcome a variety of submissions including articles, 
research reports and book reviews. We are also keen to receive reports 
or reviews of recent events, information on upcoming events, letters on 
issues relevant to members, and news of members. Any other material 

relevant to psychologists in Ireland will be considered. 

Writing an article? 

Review style articles and short research reports in particular are 
welcomed. In contributing articles, authors should generally provide a 
broad overview of a particular issue or debate matters of professional 

relevance. Research articles may also be accepted if again a review style 
is adopted. A nonspecialist audience should be assumed. Suggested 

special issues are also welcomed. For articles, a word count of approx. 
3,000 to 5,000 words is typical. APA conventions should be adhered 

to: refer to the Publication Manual of the American Psychological 
Association (6th edition). Additional information on formatting is available 

through the PSI website. Copyright will be held by PSI and a transfer 
agreement is signed to this effect on submission of articles. 

Can I talk to someone about my ideas? 

Individuals considering making a submission may contact the editors in 
advance at the email address below. 

Remember! 

Without your contributions, the development of The Irish Psychologist 
as a forum for review, debate and discussion of key issues in 

psychology cannot be sustained. 

Material should be sent (as electronic copy) to:

The Psychological Society of Ireland, Cumann Síceolaithe Éireann  
2nd Floor Grantham House, Grantham Street, Dublin 2 

Telephone: 01 472 0105 
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