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Abstract

Primary mental health care is an evolving system, in need of regular revision and requiring innovative and creative adjustments in order to 
provide the public with an easily accessible and appropriate level and type of service, based on best practice and evidence.  This paper is the first 
in a series of three exploring primary mental health care. The Irish model of care, ‘Counselling in Primary Care’, is presented as well as a number of 
short-comings associated with that model. The short-comings include eligibility criteria governing access, limitations of service as well as waiting 
lists; and the medicalization of service delivery.
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Introduction

Acknowledging the need to update Irish mental health policy 
and service delivery in 2003, the Department of Health and Chil-
dren (DoHC) commissioned a national policy framework to guide 
the modernization of mental health services in Ireland. The frame-
work, detailed in a policy document referred to as “A Vision for 
Change” (AVFC)1 set forth guidance on the implementation of the 
new mental health system to be launched and rolled out over the 
next decade.

Central to the need for change in service delivery was the lack 
of standardized care for people with mental health concerns in Ire-
land. Emphasis within AVFC was placed on early intervention and 
coordinated services within the Health Service Executive (HSE). A 
core element of the policy was the collaboration (or shared-care) 
between the general practitioner (GP) within primary care and 
mental health teams within secondary mental health care.2 One role 
of the GP, therefore, was to act as ‘gatekeeper’ to mental health pro-
fessionals and specialist services where the GP would ‘...detect and 
diagnose mental health difficulties and either treat the individual or 
refer him/her to specialist services’.3

Despite the early widespread support for AVFC, analysis of 
progress is disappointing.4,5 The briefing paper on PMHC in Ireland 
states that of all recommendations made by AVFC, those put for-
ward for primary care have been the least implemented of all.3 The 
second interim report for the future of mental health care in Ire-
land6 noted the continued lack of cohesive actions between primary 
care and mental health services; the limited referral pathways and 
clarity for service users in primary care to secondary, tertiary, or 
community supports; and the over-reliance on psychopharmacolo-
gy and paucity of investment in the talk therapies.

‘Sharing the Vision’ (StV),7 the government's follow up docu-
ment to AVFC, has just been published, as of June 2020. The docu-
ment itself has focused on what service users want and need from 
their mental health service. This level of service user involvement 
and consultation is to be commended, however the document fo-
cuses on broad generalizations as regards changes to services, 
rather than an implementable plan as to how these changes can be 
made. Regrettably, the document continues to focus on G.P.s togeth-
er with A&E admissions as the predominant access route to men-
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tal health services in Ireland, which perpetuates the same issues 
of accessibility.  While the follow up to AVFC has been anticipated 
and required for some time, the timing of the publication may prove 
critical. StV has been published just as a new government is about 
to be formed, creating many questions as to what this means for 
recommendations set out in the document. Further, the document 
was written pre Covid 19, meaning Ireland’s financial environment 
has completely changed, and mental health service delivery has 
been impacted and is likely to face challenges of delivery for some 
time to come. 

This paper describes the current model of primary mental 
health care for adults in Ireland and discusses the limitations of 
that model. The aim of this article is to demonstrate, through these 
limitations, the need for an overhaul (rather than a continuation) of 
the current mental health system in Ireland.

The Current Model in Ireland: Counselling in Primary 
Care (CIPC)

“This basic level of care acts as a filter between the general popu-
lation and specialized health care” 8

Guided by the recommendations of AVFC, a PMHC model was 
selected and launched by the HSE in July 2013. This model, referred 
to as ‘Counseling in Primary Care’ (CIPC), aims to provide counsel-
ing for those with mild to moderate mental health concerns who 
present to their primary care setting. Counseling itself takes place 
in a variety of different settings nationwide, ranging from Prima-
ry Care Centers, GP surgeries, National Counseling Services (NCS) 
(originally developed in response to those who experienced cleri-
cal abuse as children), and Community/Voluntary Sector Centres.9 
The directors of the NCS are charged with responsibility for rolling 
out the CIPC model and with overseeing local CIPC co-coordinators 
tasked with actively delivering services. The concepts of AVFC are 
central to the CIPC model; i.e., a single point of access for mental 
health care; referral to secondary mental health care where neces-
sary; integration of service within the community; and co-ordina-
tion of service delivery.1

CIPC incorporates a set of criteria governing accessibility. Ac-
cess to this model demands service users to be over the age of 18, 
to hold a General Medical Services (GMS) card, and to be referred 
through their GP or through members of the Primary Care Team 
(PCT) with the knowledge of their GP.9 Within the first two years of 
its launch, 16,000 referrals were made to CIPC by GPs.5 The report 
from Phase 1 of the CIPC National Evaluation Study reveals that 
19,000 referrals were made during 2017 with counseling provid-
ed at more than 180 locations nationwide by 148 counsellors.9 On 
average, this amounts to 105 referrals per location over the year 
2017. Since the launch of CIPC in May 2013, the number of referrals 
has grown to an average of 1,500 each month in 2017. It is clear that 
demand for counseling at primary care is on the increase.

CIPC outcome data is also promising. The 2018 Evaluation of 
Phase 1 reveals that therapists provide a range of treatment ap-
proaches, providing that needed by each individual client when 
they present for help (e.g., integrative, cognitive-behavioral, or 

person-centered approaches). Therapeutic factors such as client 
centered work are in operation, indicating that therapists have the 
skill and flexibility to work with the needs of their client rather 
than provide a one size fits all model of therapy. In addition, the 
outcome data reveals a reduction of impairment and distress at 
therapy completion. Evaluation of well-being at follow-up periods 
of 6 and 12 months is currently underway although this data is yet 
to be published. 

Limitations of CIPC
Neither the need for a primary care mental health service nor 

the capacities to provide good therapeutic care at that level are in 
doubt. However, it is the model itself that appears to be lacking.

A summary assessment report of progress on the implementa-
tion of the mental health policies identified in AVFC was published 
in 2015 by the Mental Health Reform.5 This report systematically 
considered each of the core areas of mental health service provision, 
including primary care. A butterfly symbol, widely used through-
out AVFC policy document, is employed once again throughout the 
progress report. A blank white butterfly depicts areas of little to no 
change whilst a solid pink butterfly depicts full implementation of 
recommendations with respect to the mental health topic in ques-
tion. Notably, it is a blank white butterfly that represents the prog-
ress pertaining to implementation of policy with respect to PMHC. 
Some of the identified shortcomings, and others, are expanded 
upon below. These include: eligibility criteria; limitations of service 
and waiting lists; as well as the medicalization of service delivery.

Eligibility criteria
The CIPC service is available only to those over the age of 18 and 

those with a GMS card. These specifications limit access to PMHC 
clearly ruling out those younger than 18 and those whose income 
exceeds the cut off for a medical card. Those on a low income but 
without a medical card are less likely to visit their GP for help due 
to the cost of the consultation10 and those that do visit without a 
medical card may well be referred to the community mental health 
services, at secondary care level. This, in turn, drains resources and 
input for those with more complex mental health needs. As such, 
the current primary mental health care service in Ireland is inequi-
table and impedes unnecessarily on secondary level mental health 
care.

Limitations of service and waiting lists
Whilst primary care counseling is necessary and welcome, CIPC 

provides a limit of eight sessions to those limited few who have ac-
cess to the service. This is problematic at a primary care service 
which relies on GP referral. The research evidence clearly identifies 
a relationship between severity and chronicity of symptoms and 
delay in presentation to GP.11 Thus, the greater the psychological 
difficulty, the longer people tend to leave it before seeking help. Mir-
roring this finding, almost 90% of the participants within the eval-
uation study presented with levels of distress related to symptoms 
ongoing for longer than 12 months.9 The GP mediated CIPC service 
is under pressure, therefore, to work with those who have longer 
lasting and a greater severity of mental health problems rather than 
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intervening early in the development of mental health problems. A 
limit of eight sessions, whilst effective for those with lower-level 
problems, is unlikely to be sufficient for long-term change. Given 
the ever-increasing number of people seeking mental health care 
between 2013-2018,5,9 limiting session number is a realistic man-
ner of providing some kind of service delivery to those in need of it. 
However, this is not to be confused with the provision of adequate 
therapeutic input. 

A further problem identified by the Mental Health Reform5 and 
HSE9 is the length of waiting lists. A primary mental health care 
service should, by nature, be an immediate and early intervention 
service for those experiencing psychological problems. However, 
the report by the Reform in 2015 revealed ‘lengthy’ waiting lists 
for some people, and a wait of more than six months for 81 people 
referred to the service. Meanwhile, the first report on the Nation-
al Evaluation Study revealed 76-80% of service users waiting 0-4 
months and 20-24% waiting between 4-6 months.9

One of the central elements within AVFC was that service us-
ers become active participants in their own care.1 Service users 
are increasingly looking for psychological help and talk therapies 
over pharmacotherapy.5,12-14 Were their requests being recognized 
and responded to then it might be considered that the vision of “ac-
tive participation” is being met. However, this is not the case, given 
the over-reliance on psychopharmacology,6 the long waiting lists at 
CIPC5,9 and the reserved eligibility of CIPC to all patients. Those who 
do receive a service are faced with the eight session limit, regard-
less of their need. This conflicts with a core element of AVFC; that 
of placing the needs of the service user central to service delivery.1

The medicalization of service delivery
It is of no surprise that the first evaluation report of CIPC has 

identified an increase in referrals for talk therapies over the past 
five years.9 This concurs with trends from service user preference 
studies which specify twice as many people prefer psychological 
treatment to pharmacotherapy.12-14 It is well established that medi-
cation for anxiety and depression is often prescribed against treat-
ment guidelines, often too soon and/or for too long.15-18 A system-
atic review by Aherne, Aherne, Fitzgerald, et al.19 found no evidence 
to support the NICE recommendation for the use of anti-depressant 
medication for people with moderate depression. Furthermore, Ci-
priani, Furukawa, Salanti, et al.20 found that for those with severe 
depression, medication was little better than placebo. The research 
evidence is also compelling regarding the effectiveness of the psy-
chological approaches,21-24 yet a mismatch exists between current 
practice and the contradictory empirical evidence for talk thera-
pies.

Although it is accepted as best practice that psychological-
ly-based interventions are offered as the first line treatment pri-
or to medication,25 there is ubiquitous agreement regarding the 
over-reliance on medication by GPs.1,2,6 With 10 million euro spent 
on talk therapies and 400 million spent on psychotropic medication 
a year in Ireland,6 the problem is one of financial investment. GPs 
themselves acknowledge the need for primary care psychological 
services26 and have been calling for rapid non-pharmacological in-

terventions for those with mild-moderate depression.27 The Irish 
College of General Practitioners (the ICGP) continue to acknowl-
edge this issue today, unequivocally stating there to be excessive 
spending on hospital-based care, specialist care, administration, 
and pharmacological therapies to the dire neglect of primary care 
and talk therapies.6

This reliance on psychopharmacology over psychotherapy is 
not unique to Ireland. In the United States28,29 and in Australia30 in-
creasing numbers of people with mental health problems have been 
presenting to their medical practitioner over the past number of de-
cades. However, despite increasing demand13,9 and strong evidence 
base for psychotherapy over pharmacological interventions,24 the 
use of pharmacotherapy is increasing whilst psychotherapy is on 
the decrease.28,29 It seems plausible that this is a response to the 
intentional focus on the neurobiological cause, medicalization, and 
diagnostic approach to mental illness31-35 as well as direct and in-
direct influences by the psychopharmaceutical companies.36 The 
over-reliance on medication found among Irish GPs is not, there-
fore, specific to Ireland but a reflection of a global push by phar-
maceutical companies for the use of medication in treating mental 
health. This push is perpetuated by medical practitioners who rely 
on such interventions when there is a paucity of resources for talk 
therapies and long waiting lists to access those resources that do 
exist.5

The Shared Care Approach guidance paper between prima-
ry and specialist mental health services acts as the ‘road map’ to 
collaborative working between PMHC and specialist mental health 
services.2 These guidelines acknowledge the need for sufficient 
numbers of ‘appropriately trained’ professionals to work effectively 
with patients presenting with mental health difficulties. The profes-
sionals holding an appropriate level of expertise and skill in dealing 
with mental health include psychologists, psychotherapists, and 
counselors. Less than 50% of GPs receive even rudimentary train-
ing in dealing with psychological issues of their patients,37 indicat-
ing that, as a group of clinicians, GPs are not appropriately trained 
to identify, diagnose, and effectively treat patients with mental 
health presentations. This over reliance on GP as gatekeeper to 
mental health care services is a drain on their resources, limiting 
both the amount of patients they can see and the amount of time 
spent with each patient. Progress assessment of AVFC policy clearly 
acknowledges that GPs lack requisite training in mental health and 
that this ‘…is a significant obstacle to effective use of primary care’ (p. 
20).5 Therefore, despite acknowledging that psychologists and psy-
chotherapists are the ideal professionals to deal with mental health 
and despite acknowledging the lack of GP training, there is ongo-
ing concomitant expectation that GPs play the role of gatekeeper in 
mental health care. Not only, therefore, are patients at risk of being 
mismanaged regarding their mental health, but they are also likely 
to be over, under, and mis-diagnosed. Recent research investigating 
factors culminating in the worst-case scenario of mental health, i.e., 
suicide, identified a number of factors central to poor outcomes for 
patients with mental health difficulties.38 These factors included: 
lack of GP training, the brevity of the GP consultation, and the dis-
jointed nature of the wider system. The conclusion of this research 
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is clear, GPs are not equipped to hold the role of gatekeeper in the 
treatment of mental health.

Competencies and training aside, it is also plausible that some 
GPs may lack the required interest or desire to deal with mental 
health problems. The research by Leavey, et al.38 reveals GPs to be 
fuelled by scepticism and overwhelm regarding patients with such 
presentations. This research also identifies a perception by GPs 
that they are dictated to by some patients looking for medication, 
sick-certs, and disability allowance on the basis of mental illness. 
Working limitations within the GP system is also problematic. The 
‘ten-minute rule’ for a GP consultation is constricting for both GP 
and patient.38 For those patients presenting with genuine men-
tal health problems, mental health stigma precludes some from 
effectively communicating their mental health status within the 
ten-minute period, with many only doing so throughout the last 
minute of the consultation. Limited consultation time precludes the 
possibility of meaningful dialogue about mental health between pa-
tient and GP, even among those GPs who consider ‘counseling’ as 
part of their role.38

Despite all of this, it remains both in practice and in principle, 
that the medically trained GP is designated ‘gatekeeper’ to mental 
health support and holds responsibility for the referral of mental 
health presentations to primary mental health care.1,2 Notable rec-
ommendations within the document suggest that primary care and 
mental health services should be co-located where possible, that 
ongoing meetings take place between the mental health services 
and the GP, and that a greater emphasis in mental health takes place 
within the training of the GP. Despite the shared-care recognition 
for appropriately trained professionals within the primary care 
mental health system, the document and the recommendations 
proposed simply perpetuate the connection to medically based pri-
mary care with the GP at the centre of the model.

More significantly perhaps is the fact that the current medical 
model of service delivery in primary care is lacking an evidence 
base. No known research demonstrates the effectiveness of GP in-
tervention with people who have mental health problems. The au-
thor’s stress that this point is not to be interpreted as criticism of 
GP’s themselves, nor their highly trained capacity to deliver medical 
care to their physically unwell patients. Instead, we are highlight-
ing that the placing of mental health care within the medical model 
is not the ideal modality of intervention for mental health, much 
less at a primary care level. This current system, mediated by GPs, 
serves to exhaust the very limited existing resources on offer.

Conclusion 

This paper summarizes the current model of PMHC within the 
Irish system and its limitations. In line with this paradigm shift, the 
authors propose that whilst GPs have traditionally held the role of 
mental health gatekeeper within the community, they are not the 
professionals most suited to the role. The authors suggest that the 
GP mediated CIPC model requires genuine review and revision. In 
light of the above rationale, it is argued here that primary mental 
health care first and foremost needs to be considered beyond the 

scope of a medical framework. Such models already exist and are 
explored in the two subsequent papers which follow in this series.

Acknowledgments

None.

Funding
None.

Conflicts of Interest
Author declares that there is no conflict of interest.

References
1. Irish Department of Health & Children. A vision for change: report of the 

expert group on mental health policy. Dublin: Stationary Office; 2006.

2. Health Service Executive. Health Service Executive Primary Care and 
Mental Health Group. Advancing the shared care approach between 
primary care and specialist mental health services: a guidance paper. 
Naas: Office of the Assistant National Director Mental Health; 2012.

3. Mental Health Reform. Mental Health in primary care in Ireland: A 
briefing paper. Dublin: Mental Health Reform; 2013.

4. Keogh K. From vision to action: An analysis of the implementation of A 
Vision for Change. Dublin: Mental Health Commission; 2009.

5. Mental Health Reform. A vision for change: nine years on: A coalition 
analysis of progress. Dublin: Mental Health Reform; 2015.

6. Oireachtas. Second interim report: recommended actions arising from 
progress made to date. Dublin: Joint committee on the future of mental 
health care; 2018.

7. Irish Department of Health. Sharing the Vision: A Mental Health Policy 
for Everyone. Dublin: Stationary Office; 2020.

8. World Health Organization (WHO). The world health report 2001: 
Mental health -New understanding, new hope. Switzerland: WHO; 2001.

9. Health Service Executive. Counselling in Primary Care Services: National 
Evaluation Study. Report of Phase 1. Dublin: Stationary Office; 2018.

10. Nolan A. Nolan B. Ireland’s healthcare system: Some issues and 
challenges. Dublin: ESRI. 2004.

11. Bebbington PE, Meltzer H, Brugha TS, et al. Unequal access and unmet 
need: neurotic disorders and the use of primary care services. Psychol 
Med. 2000;30(6):1359-1367.

12. Brettle A, Hill A, Jenkins P. Counselling in primary care: a systematic 
review of the evidence. Counselling and Psychotherapy Research. 
2008;8(4):207-214.

13. Clark D, Turpin G. Improving opportunities. The Psychologist. 
2008;21(8):700-701.

14. Kwan BM, Dimidjian S, Rizvi SL. Treatment preference, engagement, and 
clinical improvement in pharmacotherapy versus psychotherapy for 
depression. Behaviour research and therapy. 2010;48(8):799-804.

15. Meijer WE, Heerdink ER, Leufkens HG, et al. Incidence and determinants 
of long-term use of antidepressants. European journal of clinical 
pharmacology. 2004;60(1):57-61.

16. Johnson CF, Macdonald HJ, Atkinson P, et al. Reviewing long-term 
antidepressants can reduce drug burden: a prospective observational 
cohort study. British Journal of General Practice. 2012;62(604):e773-
779. 

17. Petty DR, House A, Knapp P, et al. Prevalence, duration and indications 
for prescribing of antidepressants in primary care. Age and ageing. 
2006;35(5):523-256.

 4

https://www.stephypublishers.com/
http://stephypublishers.com/jpssr/
https://www.hse.ie/eng/services/publications/mentalhealth/mental-health---a-vision-for-change.pdf
https://www.hse.ie/eng/services/publications/mentalhealth/mental-health---a-vision-for-change.pdf
https://www.hse.ie/eng/services/publications/mentalhealth/advancing-the-shared-care-approach-between-primary-care-specialist-mental-health-services.pdf
https://www.hse.ie/eng/services/publications/mentalhealth/advancing-the-shared-care-approach-between-primary-care-specialist-mental-health-services.pdf
https://www.hse.ie/eng/services/publications/mentalhealth/advancing-the-shared-care-approach-between-primary-care-specialist-mental-health-services.pdf
https://www.hse.ie/eng/services/publications/mentalhealth/advancing-the-shared-care-approach-between-primary-care-specialist-mental-health-services.pdf
https://www.mentalhealthreform.ie/wp-content/uploads/2013/07/Mental-Health-in-Primary-Care-in-Ireland1.pdf
https://www.mentalhealthreform.ie/wp-content/uploads/2013/07/Mental-Health-in-Primary-Care-in-Ireland1.pdf
https://www.semanticscholar.org/paper/From-vision-to-action-An-analysis-of-the-of-%27A-for-Keogh/be4c13c8450942335c864cdac82e2a9b036d1210
https://www.semanticscholar.org/paper/From-vision-to-action-An-analysis-of-the-of-%27A-for-Keogh/be4c13c8450942335c864cdac82e2a9b036d1210
https://www.mentalhealthreform.ie/wp-content/uploads/2015/06/A-Vision-for-Change-web.pdf
https://www.mentalhealthreform.ie/wp-content/uploads/2015/06/A-Vision-for-Change-web.pdf
https://data.oireachtas.ie/ie/oireachtas/committee/dail/32/joint_committee_on_future_of_mental_health_care/reports/2018/2018-04-26_second-interim-report-recommended-actions-arising-from-progress-made-to-date_en.pdf
https://data.oireachtas.ie/ie/oireachtas/committee/dail/32/joint_committee_on_future_of_mental_health_care/reports/2018/2018-04-26_second-interim-report-recommended-actions-arising-from-progress-made-to-date_en.pdf
https://data.oireachtas.ie/ie/oireachtas/committee/dail/32/joint_committee_on_future_of_mental_health_care/reports/2018/2018-04-26_second-interim-report-recommended-actions-arising-from-progress-made-to-date_en.pdf
https://www.esri.ie/system/files?file=media/file-uploads/2015-07/OPEA045.pdf
https://www.esri.ie/system/files?file=media/file-uploads/2015-07/OPEA045.pdf
https://pubmed.ncbi.nlm.nih.gov/11097076/
https://pubmed.ncbi.nlm.nih.gov/11097076/
https://pubmed.ncbi.nlm.nih.gov/11097076/
https://onlinelibrary.wiley.com/doi/abs/10.1080/14733140802453794
https://onlinelibrary.wiley.com/doi/abs/10.1080/14733140802453794
https://onlinelibrary.wiley.com/doi/abs/10.1080/14733140802453794
https://pubmed.ncbi.nlm.nih.gov/20462569/
https://pubmed.ncbi.nlm.nih.gov/20462569/
https://pubmed.ncbi.nlm.nih.gov/20462569/
https://research.rug.nl/en/publications/incidence-and-determinants-of-long-term-use-of-antidepressants
https://research.rug.nl/en/publications/incidence-and-determinants-of-long-term-use-of-antidepressants
https://research.rug.nl/en/publications/incidence-and-determinants-of-long-term-use-of-antidepressants
https://pubmed.ncbi.nlm.nih.gov/23211181/
https://pubmed.ncbi.nlm.nih.gov/23211181/
https://pubmed.ncbi.nlm.nih.gov/23211181/
https://pubmed.ncbi.nlm.nih.gov/23211181/
https://pubmed.ncbi.nlm.nih.gov/16690637/
https://pubmed.ncbi.nlm.nih.gov/16690637/
https://pubmed.ncbi.nlm.nih.gov/16690637/


 Stephy Publishers | http://stephypublishers.com Volume 1 - Issue 2  

 Journal of Psychological Science and Research | J Psych Sci Res

18. Mojtabai R, Olfson M. National trends in long-term use of antidepressant 
medications: results from the US National Health and Nutrition 
Examination Survey. The Journal of clinical psychiatry. 2014;75(2):169-
177.

19. Aherne D, Fitzgerald A, Aherne C, et al. Evidence for the treatment of 
moderate depression: a systematic review. Irish journal of psychological 
medicine. 201;34(3):197-204.

20. Cipriani A, Furukawa TA, Salanti G, et al. Comparative efficacy and 
acceptability of 21 antidepressant drugs for the acute treatment of 
adults with major depressive disorder: a systematic review and network 
meta-analysis. Focus. 2018;16(4):420-429.

21. Wampold BE. The great psychotherapy debate: Models, methods, and 
findings. Lawrence Erlbaum Associates Publishers; 2001.

22. Carr A. The effectiveness of psychotherapy: A review of research 
prepared for the Irish Council for Psychotherapy.Dublin: ICP; 2007.

23. Brent D, Emslie G, Clarke G, et al. Switching to another SSRI or to 
venlafaxine with or without cognitive behavioral therapy for adolescents 
with SSRI-resistant depression: the TORDIA randomized controlled 
trial. JAMA. 2008;299(8):901-913.

24. Shedler J. The efficacy of psychodynamic psychotherapy. American 
psychologist. 2010;65(2):98.

25. Health Service Executive. Best Practice Guidance for Mental Health 
Services. Dublin: Stationary Office; 2017.

26. Byrne M. GPs want access to psychology services. Forum. 2007;24(9):57–
59.

27. Ni Shiothcháin A, Byrne M. What do GPs want from mental health 
services? Irish Psychiatrist. 2009;10(1):42–44.

28. Olfson M, Marcus SC, Druss B, et al. National trends in the outpatient 
treatment of depression. JAMA. 2002;287(2):203-209.

29. Marcus SC, Olfson M. National trends in the treatment for depression 
from 1998 to 2007. Archives of general psychiatry. 2010;67(12):1265-
1273.

30. Reavley NJ, Yap MB, Wright A, et al. Actions taken by young people to 
deal with mental disorders: findings from an Australian national survey 
of youth. Early Intervention in Psychiatry. 2011;5(4):335-342.

31. American Psychiatric Association. Diagnostic and Statistical Manual of 
Mental Disorders. 5th ed. Washington DC: Author (1st ed, 1952; 2nd ed, 
1968; 3rd ed, 1980; 3rd ed rev. 1987; 4th ed, 1994; 4th ed, text revision, 
2000). 2013.

32. Corrigan PW, Watson AC. At issue: Stop the stigma: Call mental illness a 
brain disease. Schizophrenia Bulletin. 2004;30(3):477-479.

33. Pescosolido BA, Martin JK, Long JS, et al. “A disease like any other”? A 
decade of change in public reactions to schizophrenia, depression, and 
alcohol dependence. American Journal of Psychiatry. 2010;167(11):1321-
1330.

34. Mackenzie CS, Erickson J, Deane FP, et al. Changes in attitudes toward 
seeking mental health services: A 40-year cross-temporal meta-analysis. 
Clinical Psychology Review. 2014;34(2):99-106.

35. Bullmore E. The inflamed mind: A radical new approach to depression. 
London: Short books; 2018.

36. Watson, J. Drop The Disorder!:Challenging the culture of psychiatric 
diagnosis. Wyastone Leys, Monmouth, UK: PCCS Books; 2019.

37. Healy D, Naqvi S, Meagher D, et al. Primary care support for youth mental 
health: a preliminary evidence base for Ireland’s Mid-West. Irish journal 
of medical science. 2013;182(2):237-243.

38. Leavey G, Mallon S, Rondon-Sulbaran J, et al. The failure of suicide 
prevention in primary care: family and GP perspectives – a qualitative 
study. BMC Psychiatry. 2017;17:369-379.

 5

https://www.stephypublishers.com/
http://stephypublishers.com/jpssr/
https://pubmed.ncbi.nlm.nih.gov/24345349/
https://pubmed.ncbi.nlm.nih.gov/24345349/
https://pubmed.ncbi.nlm.nih.gov/24345349/
https://pubmed.ncbi.nlm.nih.gov/24345349/
https://www.cambridge.org/core/journals/irish-journal-of-psychological-medicine/article/abs/evidence-for-the-treatment-of-moderate-depression-a-systematic-review/CDB13F3C3AEDE749F24F2B935C93E361
https://www.cambridge.org/core/journals/irish-journal-of-psychological-medicine/article/abs/evidence-for-the-treatment-of-moderate-depression-a-systematic-review/CDB13F3C3AEDE749F24F2B935C93E361
https://www.cambridge.org/core/journals/irish-journal-of-psychological-medicine/article/abs/evidence-for-the-treatment-of-moderate-depression-a-systematic-review/CDB13F3C3AEDE749F24F2B935C93E361
https://pubmed.ncbi.nlm.nih.gov/29477251/
https://pubmed.ncbi.nlm.nih.gov/29477251/
https://pubmed.ncbi.nlm.nih.gov/29477251/
https://pubmed.ncbi.nlm.nih.gov/29477251/
https://psycnet.apa.org/record/2001-00819-000
https://psycnet.apa.org/record/2001-00819-000
https://www.academia.edu/11393072/The_Effectiveness_of_Psychotherapy_A_Review_of_Research_prepared_for_the_Irish_Council_for_Psychotherapy
https://www.academia.edu/11393072/The_Effectiveness_of_Psychotherapy_A_Review_of_Research_prepared_for_the_Irish_Council_for_Psychotherapy
https://pubmed.ncbi.nlm.nih.gov/18314433/
https://pubmed.ncbi.nlm.nih.gov/18314433/
https://pubmed.ncbi.nlm.nih.gov/18314433/
https://pubmed.ncbi.nlm.nih.gov/18314433/
https://www.apa.org/pubs/journals/releases/amp-65-2-98.pdf
https://www.apa.org/pubs/journals/releases/amp-65-2-98.pdf
https://www.hse.ie/eng/services/list/4/mental-health-services/mental-health-guidance/best-practice-guidance/documents/best-practice-guidance-for-mental-health-services.pdf
https://www.hse.ie/eng/services/list/4/mental-health-services/mental-health-guidance/best-practice-guidance/documents/best-practice-guidance-for-mental-health-services.pdf
https://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.863.2272&rep=rep1&type=pdf
https://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.863.2272&rep=rep1&type=pdf
https://www.lenus.ie/handle/10147/125257
https://www.lenus.ie/handle/10147/125257
https://pubmed.ncbi.nlm.nih.gov/11779262/
https://pubmed.ncbi.nlm.nih.gov/11779262/
https://pubmed.ncbi.nlm.nih.gov/21135326/
https://pubmed.ncbi.nlm.nih.gov/21135326/
https://pubmed.ncbi.nlm.nih.gov/21135326/
https://pubmed.ncbi.nlm.nih.gov/21951823/
https://pubmed.ncbi.nlm.nih.gov/21951823/
https://pubmed.ncbi.nlm.nih.gov/21951823/
https://pubmed.ncbi.nlm.nih.gov/15631240/
https://pubmed.ncbi.nlm.nih.gov/15631240/
https://pubmed.ncbi.nlm.nih.gov/20843872/
https://pubmed.ncbi.nlm.nih.gov/20843872/
https://pubmed.ncbi.nlm.nih.gov/20843872/
https://pubmed.ncbi.nlm.nih.gov/20843872/
https://pubmed.ncbi.nlm.nih.gov/24486521/
https://pubmed.ncbi.nlm.nih.gov/24486521/
https://pubmed.ncbi.nlm.nih.gov/24486521/
https://www.pccs-books.co.uk/products/drop-the-disorder
https://www.pccs-books.co.uk/products/drop-the-disorder
https://pubmed.ncbi.nlm.nih.gov/23179665/
https://pubmed.ncbi.nlm.nih.gov/23179665/
https://pubmed.ncbi.nlm.nih.gov/23179665/
https://pubmed.ncbi.nlm.nih.gov/29157221/
https://pubmed.ncbi.nlm.nih.gov/29157221/
https://pubmed.ncbi.nlm.nih.gov/29157221/

	Primary Mental Health Care Part 1: A Critical Review of the Irish System
	Abstract
	Introduction
	The Current Model in Ireland: Counselling in Primary Care (CIPC)
	Limitations of CIPC 
	Eligibility criteria 
	Limitations of service and waiting lists 
	The medicalization of service delivery 

	Conclusion
	Acknowledgments
	Funding
	Conflicts of interest 
	References

