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Abstract
Background: The Counselling in Primary Care service (CIPC) is the first and only nationally available public counselling
service in the Republic of Ireland. This study provides initial data for the effectiveness of short-term psychotherapy
delivered in a primary care setting in Ireland for the first time.
Method: A practice-based observational research approach was employed to examine outcome data from
2806 clients receiving therapy from 130 therapists spread over 150 primary care locations throughout Ireland.
Pre-post outcomes were assessed using the CORE-OM and reliable and clinically significant change
proportions. Binary logistic regression examined the effect of pre therapy symptom severity on the log odds
of recovering. Six and 12 month follow up data from a subsample of 276 clients were also analysed using
growth curve analysis.
Results: Of 14,156 referred clients, 5356 presented for assessment and 52.3% (N = 2806) consented to
participate. Between assessment and post-therapy a large reduction in severity of symptoms was observedCohen’s d = 0.98. Furthermore, 47% of clients achieved recovery,a further 15.5% reliably improved, 2.7% reliably
deteriorated and34.7% showed no reliable improvement. Higher initial severity was associated with less
chance of recovering at post-therapy. Significant gains were maintained between assessment and12 months
after therapy- Cohen’s d = 0.50.
Conclusions: Outcomes for clients in the CIPC service compared favourably with large scale counselling and
psychotherapy services in jurisdictions in the U.K., the U.S.A., Norway and Sweden. This study expands the
international primary care psychotherapy research base to include the entire Republic of Ireland jurisdiction.
Keywords: Psychotherapy research, Primary care counselling, Practice-based evidence, National counselling
service evaluation, Logistic regression, Multi-level modelling

Background
By 2001, in line with other national health agencies internationally, the Irish government had acknowledged the significant body of international evidence for the benefits of an
integrated approach to the provision of psychological
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therapies within the context of primary care. The mental
health policy framework document at the time entitled Vision for Change [1], highlighted the role of psychological
therapies in addressing mental health difficulties stating they
“...should be regarded as fundamental to basic mental health
services.” [1]. However, while the Irish general public perceived psychological therapy services positively, they also reported high levels of dissatisfaction with the lack of
availability, access and choice of services and a predominance
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of medication-only approaches to the treatment of mental
health problems [2, 3].
Findings from a number of small scale studies in various
parts of Ireland demonstrated that counselling was heavily
utilised by GPs and effective in the areas where it was
made available [4–6]. This evidence along with Irish Government mental health policy designed to increase
provision of psychological therapies in primary care led to
the establishment by the Health Service Executive (HSE)
(Ireland’s national public health service provider) of the
Counselling in Primary Care (CIPC) service in 2013. The
CIPC service provides time-limited counselling contracts
of up to 8 counselling sessions. We use the term counselling interchangeably with the word psychotherapy or psychological therapy as this terminology represents the Irish
context and this specific service. CIPC practitioners must
hold an accredited qualification in counselling or psychotherapy or counselling/clinical psychology. The Irish
healthcare system is primarily funded through taxation,
with contributions also provided by out-of-pocket payments and private health insurance. All adults in receipt
of a public medical services card (provided to those whose
weekly income is below a certain threshold) are eligible
for provision of certain health care services free of charge,
including counselling/psychotherapy as provided by CIPC.
Further, within the Irish context of care, CIPC is aimed at
those experiencing problems of mild to moderate severity,
with help provided by a counsellor/therapist on a one to
one basis. This is distinct from secondary care where presenting problems are of a more severe nature and clients
are handled by multidisciplinary teams.
Practice-based studies provide empirical evidence for
the effectiveness of counselling and psychotherapy in primary care in the treatment of depression and anxiety related problemsin routine practice [7, 8]. Other studies
have been conducted in parts of the United Kingdom [9],
Sweden [10], Norway [11] and the United States [12].
These evaluations add to the evidence base demonstrating
that psychological therapies delivered in routine practice
are effective in reducing levels of psychological distress.
Until this study, there were no national data regarding the effectiveness of counselling provided in the
primary care context in the Republic of Ireland. We
aimed to assess the initial available data which focussed on a typical cohort of CIPC clients, i.e. heterogeneous in the types of presenting problems, aged
between the of 18 and 80, had attended the service
for at least one therapy session and for whom
complete pre and post counselling data were available
(i.e. a Form-returner sample). We also sought to
examine whether the effectiveness of counselling was
impacted in the longer term by the initial severity of
symptoms, as this is an important consideration for
the delivery of the service.
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Hence, this study was concerned with the following
questions: (a) is psychological therapy provided by the
national CIPC service clinically effective in reducing psychological distress for clients who complete a counselling episode in the short term; (b) what is the effect of
the initial severity of participants’ symptoms on clients’chance of achieving recovery; and (c) are the gains
achieved post-counselling retained between the end of
counselling and at six and 12 months after counselling
has ended?

Method
Procedure

We used a practice-based observational design in this
study. Following a feasibility assessment in one service
area in 2015, data collection for this study began in June
2016. Pre-post counselling data were collected across the
remaining nine services between June 2016 and August
2019. A national centralised client administration system
(CORENET™) was rolled out to the CIPC service in 2017
and outcome data for six of the nine areas were entered
into this system as part of routine service delivery.1
All clients who presented for assessment were eligible
for participation in the study. Counsellors completed the
CORE Therapy Assessment Form at the beginning of
Counselling and the End of Therapy Form when counselling concluded. The Clinical Outcome in Routine
Evaluation Outcome Measurement Form (CORE-OM)
was administered to all clients during their initial assessment session and again during the final session when
attended [13–15]. The CORE-OM questionnaire was the
primary outcome measure for this study that sought to
assess the effectiveness of the CIPC service in relation to
other services also utilising the CORE-OM, or similar
measures of psychological distress.
All participants in the study were invited to provide
follow-up outcome data six and 12 months after the end
of their counselling. These questionnaires were posted directly to clients in accordance with their counsellingend
date and to their last known address with a return
stamped addressed envelope in order for them to return
completed questionnaires directly to their respective CIPC
area coordination offices. Follow up data were inputted
into the CORENET system by HSE area administrators.
Participants

The national average annual number of referrals to the
CIPC service over the last 3 years was approximately 17,
0002 clients. The total number of referrals recorded
1

The other three areas mentioned recorded client data and responses
using pen and paper.
2
This average is for 9 of the ten CIPC Community Hospital
Organisations (CHOs). One CHO area was not part of this phase of
the research
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during this study was 14,156. Data collection in three
areas was for three months only, as opposed to 12
months in the other six areas. In order to compare the
number of clients in the service for the period of the
study with previous years, the number of participants in
areas with shorter collection periods were adjusted to reflect a 12 month data collection period and added to the
total number of referrals in the remaining areas. This
gave an estimated total number of referrals of 17,486,
broadly in line with the current average annual referral
rate to the service.
During this study, 37.6% of referrals did not progress
to the assessment stage because referees did not
complete the mandatory opt-in process. A further 24.6%
of referrals were considered inappropriate for reasons including referees being under the age of 18; not in possession of a valid public services card or due to the
nature or severity of their problem. Overall, 5356 clients
were assessed during the course of the study and of
these 84.1% were accepted for therapy and invited to
participatein the study (n = 4505) and of these 2806
(62.3%) consented to take part in the study. After an initial screening by area coordinators the suitability of all
patients referred into CIPC to undergo counselling is
completed by Counsellor/Therapists on a client-byclient basis. Reasons why assessments end for reasons
other than ‘Accepted for therapy’ can include ‘Referred
to another service’, ‘Unsuitable for therapy at this time’
and ‘Accepted for trial period of therapy’. Counsellor/
Therapists may also describe other reasons why particular clients are not suitable for therapy at that time.
Of the total number of 2806 clients whom consented to
participate in the study (n = 2806), 98.6% (n = 2768) completed pre-therapy CORE-OM and 83.3% (n = 2337)
completed post-therapy questionnaires (to comprise the
Form-returner sample). A total of 24.9% (n = 699) returned
six month follow up questionnaires and 16.2% (n = 455)
returned 12 month follow up CORE-OM questionnaires (see
Fig. 1). The average attendance for the Form-returner sample
was 7.97sessions (SD = 3.57) and 82.1% were above the clinical threshold of 1.00 on the CORE-OM.
Measures
The CORE-OM

The primary outcome measure used in the study was
the CORE-OM [14, 16]. This is a 34 item global measure
of distress and is used extensively in clinical settings
across primary and secondary services in Ireland, the UK
and Europe. The CORE-OM comprises 34 items addressing domains of subjective well-being (4 items),
symptoms (12 items), functioning (12 items) and risk (6
items: 4 ‘risk to self’ items and 2 ‘risk to others’ items).
The total mean score is calculated by dividing the total
score by the number of completed item responses. The
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cut-off point to delineate between clinical and nonclinical populations in this study was set at a CORE-OM
score of 1.00, which is used in many studies of this type
using the same measure [9, 18–20].
Reliable and clinically significant change (RCSC)

A reliable change index (RCI) was calculated for each
participant in the Form-returner sample. The RCI is a
pre-post difference summarising change for each participant in the context of changes in the overall sample [21]
and is equal to the individual’s score before counselling,
minus their score after counselling and divided by the
standard error of the difference of the test (see [22] for
formulae). The 1-month test–retest reliability of .88 as
reported by Barkham et al. [23] was used along with the
standard error of the pre–post difference (SDdiff) of
.30 which was calculated from all participants with valid
pre and post-counsellingCORE-OM scores – i.e. the
Form-returner sample. This resulted in an RCI of .53
which was used as the reference amount to determine
whether pre-post differences in participants’ CORE
scores could have occurred by chance alone.
Data analysis
Pre-post analysis

A repeated measure t-test was conducted to determine
whether there were significant differences in participants’ pre and post-counselling scores on the COREOM. Cohen’s d effect size was also calculated for participants in the Form-returner sample meeting criteria for
inclusion in the pre-post analyses described above (n =
2337). A client was deemed recovered if their precounselling CORE-OM score had moved from being
above the clinical range (equal to or greater than 1.00),
to the non-clinical range and reliably improved (i.e. that
is by a margin of at least 0.53). Pre-post outcomes in
terms of reliable change (improvement) were also calculated, i.e., when the pre-post score decreased by more
than 0.53. Clients whose pre-post score was less than
0.53 (in either direction) were considered to be showing
‘no reliable change’ and those whose score increased by
more than 0.53 were considered ‘deteriorated’. For the
RCSC analyses, only clients with valid pre and post
CORE-OM scores and who scored above the predetermined cut-off point on the CORE-OM measure at assessment (n = 1922) were included in calculations
determining recovery, because it is not possible for participants who score below the cut-off point at assessment to move from above to below the cut-off point and
hence be considered recovered.
Pre-therapy CORE-OM scores as a predictor of outcome

Using recovery (i.e. recovered/not recovered) as a binary
dependent variable and participants’ pre-counselling
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Fig. 1 CONSORT diagram of participation in the study

scores on the CORE-OM as a measure of severity and
the independent variable, a logistic regression analysis
was conducted to determine whether pre–counselling CORE-OM scores predicted participants’ log odds
of recovery achievement.
Long term outcomes

A growth curve model was tested to investigate whether
there was non-linear change in CORE-OM scores over
time once counselling ended and 12 months later. In the
analytical approach adopted to examine longitudinal
change, time was used as an explanatory variable at level

1, which essentially defines it as a longitudinal model
[24]. Hence, participants’ change trajectories in COREOM scores over time were examined (a within-subjects
factor with three levels – post- counselling, six months
later and at 12 months after counselling) for the purpose
of determining if post-counselling changes on the
CORE-OM were maintained over the longer term and if
there were differences in the rate of change between
participants.
There were large numbers of non-returned questionnaires from eligible participants (n = 2806) for follow up
analyse sat six and 12 month follow up time points -
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73% and 84.6% respectively. When employing growth
curve analyses, high proportions of missing data at level
2 (in this case at the participant level) in a two level design such as the one used here, can introduce unacceptable levels of bias in the resulting parameter estimates
[25, 26]. While methods for the imputation of missing
data are available e.g. multiple imputation and full maximum likelihood estimation (see 25,and 26 for further
information), the proportions of missing data in this case
were considerable. Hence, a list-wise deletion approach
was adopted. This meant that only those participants
with valid CORE-OM questionnaires at all three measurements points for the period of interest were included
in the analyses i.e. post-counselling, six month follow up
and 12 month follow up (n = 276). These participants
displayed slightly higher of CORE-OM scores, (t =
− 2.82, df = 2766, p = .005, one-tailed).
Analytical approach

The default time variable was centred such that the intercept corresponded to the initial time point (i.e. the postcounselling CORE-OM measurement) to make changes in
the time components easier to interpret once included in
the model. Descriptive statistics showed considerable variation in post-counselling CORE-OM scores (range 0.03 to
3.30). Further, certain characteristics of the data were
ascertained before embarking on the specification and
generation of the multi-level models. A visual inspection
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plotting the mean change trajectory suggested a nonlinear shape to the aggregate changes in CORE-OM scores
over the three time points (see Fig. 2). Hence, both linear
and quadratic variables were added to subsequent models
in order to better describe the data. The time variable was
recoded into a squared quadratic sequence (0, 1,and 4)
and this term was added to the model as a fixed effect to
capture any changes in the rate of change that might
occur over three measurement time points. A Maximum
Likelihood (ML) estimation method was used in order to
facilitate the comparison of the resulting models [25].
First, a model without time related variables (Model A)
was generated in order to investigate whether a sufficient
amount of variation existed between participants’ COREOM scores after counselling to warrant further investigation into the contribution of time to existing variation.
The combined equation for Model A:
COREOM34ti ¼ β00 þ u0i þ εti
This was considered a baseline intercept only model,
which does not include explanatory variables (i.e. it was
unconditional) and estimated three parameters: the fixed
effect describing average CORE-OM score, between participant random variance and Level one residual variance.
Next, in order to capture rates of change over time
both linear and quadratic terms were added to the overall model (Model B). Each participant’s successive

Fig. 2 Line graph showing non-linear growth between post counselling, six month follow up and 12 month follow up (n = 276)
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measurement over time was defined by their growth trajectories and random measurement error at Level 1. Differences in the trajectories of groups of participants at
Level 2 could then be examined.
The combined equation for Model B:
COREOM34ti ¼ β00 þ timeti þ β20 Quadtimeti
þ u1i timeti þ u0i þ εti :

Results
Descriptive statistics

Females accounted for 74.8% (n = 2099) and the mean
age of participants was 42.6 years (Mdn = 41, SD =
14.57). Waiting times for initial assessments were available for 93.5% (n = 2265) and showed a mean time of
4.53 months (Mdn = 4.0, SD = 2.35). For 12% of the sample (n = 338) ethnic origin data were either not available
or missing and of the remaining 88% of participants,
73.4% (n = 2059) were recorded as White Irish and
11.3% (n = 318) as Any Other White Background with
each of the remaining ethnic categories accounting for
less than 1% individually.
Some differences were observed when the overall sample was split by participants for whom pre and post therapy CORE-OM scores were available and those for
whom only post therapy scores are recorded. Participants for whom only pre-therapy data were available
were slightly younger (40.8 (SD14.4)) than older participants (42.8 (SD14.5)) (t = − 2.6, df = 2716, p = 0.009) and
waited longer for therapy to begin (5.3 months (SD2.6))
as opposed to (4.4 (SD2.2)) (t = 7.3, df = 2587, p < 0.001).
No differences were observed in terms of proportions
above the CORE-OM cut-off point at pre-therapy, sex,
employment, ethnic origin or being a previous client of
the CIPC service.
The rate of missing data in the overall sample (n =
2806) for the CORE-OM measure at baseline was 1.3%.
Rates of missing data for other variables included in the
analysis were: Waiting time in weeks 6.5%, Type of ending to counselling episode 4.1%, Number of sessions
attended 5.0%, Employment status 8.4%. Follow up rates
for post counselling CORE-OM scores at post counselling was 16.6%, at six month follow up 73% and 12
month follow up 84.6%.
Pre-post change

There was a significant decrease in global distress between
pre counselling and post-counselling as indicated by an
overall reduction in mean CORE-OMscores from 1.57 to
0.95 (t = 47.057, df = 2337, p = <.0001, one-tailed). This resulted in an effect size of Cohen’s d = 0.98 (see Table 1).
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Reliable and clinically significant change (improvement
and recovery rates)

Of the overall sample of 2337 clients with pre and post
data, 82.2% (n = 1922) scored above the CORE-OM clinical cut-off point (i.e. 1.00) at pre-counselling assessment
stage. Post-counselling, 46.9% (n = 902) met criteria for
recovery (reliable and clinically significant change).
When clients who showed statistically significant improvement only (15.5%, n = 298) are included an overall
improvement rate of 62.4% was found. Of the remaining
participants, 2.7% (n = 52) reliably deteriorated while
34.7% (n = 666) showed no reliable improvement (see
Table 2).
Initial severity as a predictor of recovery

The results of the independent t-test showed pre counselling
CORE-OM scores as being significantly different between
the group achieving and not achieving recovery (U = 345,
137.500, N1 = 854, N2 = 974, p < .001). A logistic regression
was performed with pre counselling CORE-OM scores
added a as predictor variable. A total of 1922 cases were analysed. The full model significantly predicted recovery status
(omnibus chi-square = 42.480,df = 1, p = <.001). The model
accounted for between 2.2 and 2.9%of the variance in recovery status, with 67% of those non-recovered and 46% of participants who recovered successfully predicted, giving an
overall accurate prediction rate of 57%. The β coefficient(−
0.637) and Wald statistic (41.166, p < .001) indicated that
participants with higher initial CORE-OM scores were less
likely to end counselling as recovered. For every additional
one unit increase in pre counselling CORE-OM scores, the
log odds of recovery decreased by a factor of 0.53 (95% CIs:
[0.44–0.64]).These results indicate that initial severity was an
indicator of outcome whereby those clients starting counselling with higher levels of overall distress were associated with
less chance of recovering.
Long-term results

As reported earlier, there were significant improvements
in symptomatology between pre and post-counselling –
a mean reduction of .62 on the CORE-OM. However, a
question remained about the behaviour of outcomes between post-counselling and 12 month follow up in terms
of the rate and significance of that change, a question
addressed in the following growth curve analysis.
Results from Model A (i.e. null model) showed a significant grand mean CORE-OM score across all participants β00 = 1.02, p < .001. The level 1 residual variance
estimate, which summarises the difference between each
participant’s observed and predicted CORE-OM score
over time was significant (0.207, p < .001). There was
also significant variation in the estimate describing variation in the intercepts across participants at level
2(0.245, p < .001) indicating significant differences in
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Table 1 Pre to post therapy form returner sample CORE OM scores, differences and effect sizes
Pre therapy

Post therapy

Measure

N

M

SD

M

SD

t

df

p

d

LL

95% CI
UL

CORE OM

2337

1.57

0.605

0.95

0.654

47.057

2336

<.0001

0.98

0.594

0.645

Note. Form returner sample = All clients with valid pre and valid post therapy therapy CORE OM scores, attended at least 1 therapy session, M Mean, Cohen’s d
calculation = Cohen’s d = (M2 - M1) / SDpooled, LL = Lower Limit, UL = Upper Limit

CORE-OM scores between participants over time. An
intra class coefficient (ICC) was calculated to estimate
the proportion of the variation in CORE-OM scores (see
25 for calculation details). This estimate provided evidence of substantial clustering between participants
grouped at different time points, where 54.2%of the variation in CORE-OM scores occurred at Level 1.
Next linear and quadratic terms were added to the null
model to capture rates of change over time and the
slopes were allowed to vary over participants at level 2
(but the quadratic term was fixed). The parameter estimate for the intercept was β00 = 0.81, p < .001 and the
time variable had been rescaled as described earlier. This
estimate now reflected the average CORE-OM score for
participants at the first time measure, i.e. post counselling. The linear time component estimate β10 = .42,
p < .001 indicated a significant increase in the COREOM grand mean score (i.e. 0.81) of 0.42.The quadratic
term describing was also significant (β20 = − .13,
p < .001) suggesting the growth curve was non-linear
and both the linear and quadratic terms were contributing to the overall model. The quadratic growth component estimated together with the linear component
suggested that, on average, the rate of increase in
CORE-OM scores slowed between post-counselling and
12 month follow up (see Table 3).
The Level-1 residual (εti =.14, p < .01) suggested significant variance in observed versus predicted COREOMscores within participants and significant variation
across participants at post-counselling (π2i =.21, p < .001).
The slope variance estimate also indicated significant variance in the CORE-OM growth trajectories between participants (π1i = 0.008, p = .002). However, the covariance
between the intercept and slope did not vary significantly
from zero (u0i = 0.006, p = .859).

sought to provide the international counselling/psychotherapy research community, mental health policy
makers, potential service users and other stakeholders
with effectiveness data for Ireland’s national primary
care counselling service for the first time.
This study found a significant positive effect of counselling and a reduction in global distress for participants attending CIPC. Our observed recovery rate of 46.9% is
broadly in line with that reported by a similar service 50.8% reported by the UK’s primary care Increasing
Access to Psychological Therapy Service (IAPT) [27]. Our
effect size and recovery rate findings (Cohen’s d = 0.98
and 46.9% respectively) are also in line with those reported
in other large-scale practice-based studies of primary care
counselling and psychotherapy services in the UK [9, 20],
Sweden [10] and Norway [11] where effect sizes between
0.51 and 1.47 and recovery rates between 40.3 and 65%
were observed. The use of a common measurement system (i.e. the CORE-OM), makes for easier comparisons
between services in different jurisdictions providing a
clearer comparative assessment of effectiveness. The large
Form-returner sample in this study, combined with the
low threshold for participant inclusion in the pre post analysis, allows for a high degree of generalisability of the outcome results to both the population of users of primary
care counselling services in Ireland and similar client
groups using comparable services in other countries.
Logistic regression results indicated that participants
with higher initial CORE-OM scores were less likely to
achieve recovery, a finding in line with previous similar
approaches to addressing this question [28]. COREOM benchmarks for services comparable with CIPC
have shown that average rates of recovery for non-severe
clients are appreciably higher than for clients who are
more severely distressed [29]. Our results in terms of severity of symptoms at the onset of counselling and how
this relates to recovery also align with those reported in
IAPT (e.g. 33). In a study of outcomes and treatment
duration in UK routine practice, Stiles, Barkham and
Wheeler [18] identified greater severity at intake and

Discussion
The Irish health service (HSE) established a national
counselling service (CIPC) in July 2013 for adults experiencing mild to moderate psychological difficulties. We

Table 2 Reliable and clinically significant change, reliable improvement, no relaible change and reliable deterioration proportions for
participants in form returner sample above clinical threshold (n = 1922)
RCSC

Reliable improvement

Sample

N

n

%

n

Form returner sample

1922

902

46.9

298

%

Reliable deterioration
n

15.5

52

%

No reliable change
n

2.7

666

%
34.7

Note. Form returner sample = valid pre and post therapy therapy CORE OM scores, pre therapy CORE OM 34 scores > = 1.00, attended at least 1 therapy session
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Table 3 Growth curve models estimating the association
between CORE OM scores and total number of sessions attended
at post therapy, six month and 12 month follow up (N = 276)
Fixed effects
Intercept β00

Model A

Model B

1.02 (.03)**

0.81 (.04) **

time β10

.42 (.07)**

quadtime β20

−.13 (.03)**

Random effects
Residual εti

.207 (.01)**

.14 (.02)**

Intercept π2i

.245 (.02)**

.21 (.03)**

Covariance u0i

.001 (.006)*

Slope π1i

.008 (.003)**

−2 Log Likelihood

1462.521

1357.640

Number of estimated parameters

3

7

Note: Parameter estimate standard errors listed in parentheses
** p < .001
*p = .859

fewer treatment gains for secondary and tertiary care clients. They related this difference to problem complexity,
which they suggest responds to treatment more slowly.
Previous studies have found that the application of additional counselling sessions does not, in itself necessarily
equate directly with clinically improved outcomes in a
linear manner at the aggregate level [30]. Rather, the
number of sessions attended by each client is related to
the rate at which their symptoms change [31, 32], with
less severe clients taking less sessions to improve. A
“one size fits all” approach to deciding treatment length
is not supported by research, but should be decided on a
case-by-case basis [32]. This would suggest that our
study warrants further investigation in relation to the
CIPCtime-limited model of service utilised with clients’
who present with greater severity at assessment.
A growth curve model was developed to determine
whether there was a non-linear change in global distress
over time between the end of counselling and 12 months
later. The results indicated that for participants in the
study for whom measurements were available between the
end of counselling and 12 months later there was a significant linear increase in CORE-OM scores. However, the
rate of increase significantly slowed over time. Growth
curve analysis estimated the overall average CORE-OM
score of clients in this study at post-counselling was 0.81.
This increased by an average 0.42 over the following 12
months. Importantly however, gains demonstrated
between post-counselling and 12 months later stayed significantly below pre-counselling levels. The rate at which
the increase slowed was significantly different among participants, but these differences were small. Similar investigations into the longer term effects of counselling and
psychotherapy have found broadly similar results. RaySannerud et al. [33] reported a similar pattern of recovery

in clients attending clinics in the Primary Health Care
model of service in the U.S.. In response, the potential
benefits of providing counselling “top-up” sessions could
be considered for suitable CIPC clients. Long term gains
in behavioural change have been associated with follow up
counselling to encourage physical activity [34] and Wu
et al. [35] also found single follow up counselling sessions
decreased the likelihood of relapse in smoking prevention
programs.

Limitations
As in most practice-based studies examining therapy effectiveness, this study was not designed as a controlled
randomised experiment and therefore lacks the comparative mechanism of atypical RCT, i.e. a control group.
However, the primary purpose of this study was less
about addressing questions of causality or the comparative performance of therapy approaches than establishing a national baseline for the immediate and longer
term effectiveness of counselling in Ireland, with the
additional objective of comparing the outcomes with
comparable services elsewhere.
Attrition at follow up was a feature in this study as is
the case in many practice-based studies especially when
conducting research with a primary care population and
on a national scale [36]. The current study also experienced difficulties obtaining follow up data. Importantly
however, while participants in this study exhibited
slightly higher CORE-OM scores at follow up than at
pre counselling, this difference was small in clinical
terms. An additional limitation was a loss of data over
the follow up period. Some data were lost due to administrative changes over the course of the study associated
with the adoption of a new client data tracking system
during which time follow up data were incorrectly
entered into the system.
Researchers conducting practice-based studies acknowledge the inevitable attrition which occurs between pre
and post therapy during normal service operations, and
have posited reasons for such occurrences, e.g. readiness
of clients to end counselling without further contact with
the service because they feel their therapy has been successful or do not feel they are receiving the type of help
they need, or because external factors (i.e. transport issues,
lack of support network) mean they can no longer attend
[10]. However, for practice based studies which seek to
examine the longer affects of counselling such as this one,
such sizable numbers of participants for whom data are
not returned can pose a significant threat to the internal
validity of the long term analysis of outcomes. While not
within the scope of this study, methods of imputing missing data for hierarchically structured data for use in
growth curve analyses can be incorporated into longitudinal outcome analysis (see [37, 38]).
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Drop out between referral and assessment in this study
was 62.2% (n = 8800) which is roughly in line with other
similar services. For example, the IAPT service in the
UK reported a 57.7% drop between referral and assessment [39]. The CIPC assessment process resulted in 851
clients being referred back to their GP or onto another
service leaving 4505 clients accepted for counselling.
However, 37.7% of clients assessed for counselling did
not agree to participate in the study. Possible factors include a reluctance on the part of some therapists to invite clients to take part in the research or client
reservations about participation [40].
Pre post analyses in this study focussed on the Formreturner sample only (only participants with valid pre and
post questionnaire data). Some previous practice-based
studies examining outcomes in large services have used
pre- counselling outcome scores as post-counselling
scores when this data is missing (e.g. 9), this inevitably
results in more conservative outcome results.

Conclusions
In line with other large-scale studies, this study found
significant improvement in self-reported distress levels
for the majority of clients attending short-term counselling in Ireland. While over the course of 12 months after
counselling the effect of counselling diminished, it did
not to do so by a statistically significant amount. Those
with more severe problems before attending counselling
were less likely to significantly improve.
This study is significant as it provides the first national
effectiveness data for a counselling service deployed at national level in Ireland and suggests positive outcomes for
the majority of service users once counselling ends, with
some evidence of longer lasting effects. Further research
on identifying clients that could benefit from additional
“top-up” counselling sessions, and the effect those sessions
might have on longer term effectiveness is warranted. The
results from this study are relevant to and can inform services in other jurisdictions as well as psychotherapy researchers internationally, mental health policy makers in
Ireland and key stakeholders in the CIPC service.
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