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ABSTRACT

Anxiety and depression are common mental disorders found in
general practice. There has been an increasing number of
counsellors attached to general practice over the past ten
years, despite there being little evidence on
effectiveness. Many studies have suffered from serious

methodological weaknesses.

This prospective, randomised controlled trial compares non-
directive counselling with routine general practitioner
care in assisting people with emotional problems. Fourteen
general practices were recruited. Counselling sessions
ranged from 1 to 12 sessions over 12 weeks. Most patients
suffered from depression due to relationship or family
problems. Self-report questionnaires on psychological,
social, economic and patient satisfaction outcomes were
used at baseline interview and at the three and nine months

follow-up interviews.

The sample consisted of 136 consenting general practice
attenders, mean age 39 years old. Most of the sample were
female (81%) and predominately Caucasian (92%). Seventy
patients were randomised to the counsellor and 66 patients

to the general practitioner.

Patients in both groups improved significantly over time,
but there were no significant differences on the
psychological and social outcome measures between a non-
directive counselling intervention and routine general
practitioner care. However patients who scored as cases on
the Beck Depression Inventory, were younger and from manual

classes improved to a greater extent by seeing a counsellor



compared to seeing the general practitioner. Patients were
also more satisfied and felt less troubled after seeing a
counsellor. In terms of cost, counselling was less cost-
effective than routine general practitioner care
immediately post-treatment, but became cost-effective on

direct costs only after nine months.

This study indicates that non-directive counselling is as
efficacious as routine general practice treatment. The
findings on cost effectiveness were equivocal. Patients
were more satisfied with seeing a counsellor compared to a
doctor. Further research 1is needed to assess which
particular patients could benefit from counselling and

whether counselling becomes cost-effective long-term.
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1.0 INTRODUCTION

Counselling in general practice has become very popular
with patients and general practitioners over the past
twenty years (Sheldon, 1992). As a profession, it has
expanded greatly since the 1970s with a parallel increase
in counselling training (Bond, 1995). In addition to the
increase in counsellors generally, the Department of Health
white paper “Promoting Better Health” (Department of
Health, 1987) and the new general practitioner contract
(Chisholm, 1990) encouraged general practitioners to employ
more staff by firstly, reimbursing most of the staff costs,
secondly, employing staff through health promotion clinics
(even though there have been restrictions placed on the use
of this money) and thirdly, increasing staff numbers
through fundholding (Pringle and Laverty, 1993). Not only
have general practitioners employed more counsellors but
there has been a similar expansion with other
professionals, such as practice nurses (Stilwell, 1991) or
mental health professionals, such as community psychiatric
nurses (Corney, 1994) and psychologists (Briscoe and
Wilkinson, 1989), working in general practice. According to
Sibbald et al (1993) one third of practices in England and
Wales now employs a professional whose principal task in

the practice is to provide counselling.

Despite this expansion, there has been a lack of convincing
evidence of its efficacy (Corney, 1992) and responses to
counsellors by general practitioners have varied. Some
general practitioners work enthusiastically with
counsellors and others know little or nothing about them
(McLeod, 1992). General practitioners who have favoured

counsellors have often done so on the basis of anecdotal

22



evidence or the belief it is a good thing (Fallowfield,
1993) . However other general practitioners have cautioned
against the widespread expansion of counselling (Lewis,
1995; Martin, 1988; Pringle and Laverty, 1993). The Social
Affairs Unit produced a booklet “Magic in the Surgery”
questioning the wisdom and rapid expansion of counselling
and comparing counselling with a religious movement
(Harris, 1994). Counselling is an emotive topic and some
people are in favour of it (Hazard, 1995), whereas others
are more sceptical and demand evidence (Lewis, 1995).
Lambert et al (1991) believe that scientific research is
necessary to explore relationships that exist between
variables, such as treatment variables on client
functioning. They also feel it is important for the welfare

of patients. They state:

“Thus, counselling-outcome research 1is a necessary
component of the highest ethical practice and a
fundamental aspect of counselling services” (Lambert et

al, 1991, p. 51).

1.1 PURPOSE

The purpose of this thesis is to evaluate the efficacy and
cost-effectiveness of counselling compared to routine
general practitioner care. It will try to answer whether a
counsellor in addition to the general practitioner is more
helpful to patients with emotional problems than a general

practitioner working alone.
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1.2 NULL HYPOTHESIS

For patients presenting in general practice with emotional
problems, there is no difference in outcome between usual
management by their general practitioner and referral to a
counsellor.

1.3 ATMS

The aims were to:

i) compare the efficacy of counselling plus routine general
practitioner care with routine general practitioner care

alone;

ii) evaluate the efficacy of counselling in terms of

psychological and social outcomes;

iii) explore the factors determining the effectiveness of

counselling;

iv) examine patient satisfaction with counselling;

v) determine the cost-effectiveness of counselling.

1.4 DEFINITIONS

Counselling has become a common word used in many different

medical and general settings. The following definitions are

to help the reader understand how the terms have been used

in this thesis.
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1.4.1 COUNSELLING

Counsellors, most doctors and other health care
professionals use counselling skills in their daily work.
However this thesis does not examine counselling in this
broader sense, but tries to evaluate counselling used by
qualified “generic” counsellors. In section 3.2, a clearer
distinction is made between counselling skills and
counselling used by a professional counsellor or

equivalent.

1.4.2 COUNSELLOR

In this thesis I have evaluated professional counsellors
with qualifications recognised and accreditable by the
British  Association for Counselling (1992a) . These
professional counsellors are trained in counselling skills
and theory and have had to undertake supervised practice.
They provide a talking therapy, which usually lasts for an

hour in each of a set number of appointments.

However, there 1is some confusion between the term
counsellor as any person providing counselling in primary
care and the profession of counselling. The term counsellor
will sometimes be used in its wider sense in this thesis
and the definition by Sibbald et al (1993) has been
adopted:

“Someone who offers (formal) sessions to patients in
which patients are helped to define their problems and
enabled to reach their own solutions. General
practitioners and other provide counselling in the

ordinary course of their work, but we need to know

25



about the provision of counselling as a distinct or
separate activity within the practice.” (Sibbald et al,

1993, p.30)

1.4.3 PATIENT, CLIENT OR SUBJECT

Patients are people seen by doctors, clients are seen by
counsellors and subjects participate in a research study.
These terms have been used interchangeably in the thesis

and but may refer to the same person or people.

1.4.4 RESEARCHERS

The author of this thesis has been the principal researcher
throughout the study. She is referred to in the first
person throughout the thesis. Michael King and Margaret
Lloyd acted as supervisors and assisted on a decision and
advice level. In addition, there was a fourth academic,
John Horder, who was involved primarily at the early stages
of the proposal, but subsequently provided minimal support.
I was involved in all stages of the research, including in

the development of the study.

1.5 LAYOUT OF THESIS

The thesis has been divided into 9 chapters. Chapters 2 to
4 review the literature on common mental disorders,
counselling and research methodologies to evaluate
counselling. These are followed by the methods chapter
(chapter 5) and three results chapters (chapters 6-8).
Chapter 6 summarises the descriptive data, whilst chapter 7
and 8 report on the <clinical efficacy and ©cost

effectiveness of the trial, respectively. Finally, the
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discussion and conclusions drawn are presented in chapter

9.
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2.0 MENTAL DISORDERS IN PRIMARY CARE

According to Mann (1993) the importance of common mental
health disorders in primary care is often overlooked for
four reasons: psychiatric disorders are not considered a
major health issue; they are not “real” mental illness; not
much is known about these disorders; and a belief that
pecple with a common mental illness recover spontaneously.
However, as Goldberg and Huxley (1992) point out common
mental disorders can cause enormous suffering, cause severe
disability and may 1last for long periods of time. This
chapter will present the background on common mental
disorders in the primary care setting. It examines the
prevalence of common mental illness and the consequent
workload for general practitioners, the factors associated
with common mental disorders, such as disability and number
of days lost at work, and the current management of these

disorders in the primary care setting.

2.1 PREVALENCE OF MENTAL DISORDERS IN PRIMARY CARE

Since the pioneering work of Shepherd et al (1966), many
researchers have studied the prevalence of psychiatric
morbidity in general practice. However difficulties have
arisen from the use of different classification systems of
disorders and the lack of standardisation of how these
disorders have been measured (Blacker and Clare, 1987;

Higgins, 1994).

Two main classification systems for mental disorders have
been used in research as well as clinical practice. These
are: the World Health Organisation’s (WHO) (1992)

International Classification of Disease (ndw in its tenth
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edition and known as ICD-10) and the American Psychiatric
Association’s (1994) Diagnostic and Statistical Manual (now
in its fourth edition and known as DSM-IV). The most recent
editions are quite similar and have become compatible
(Gelder et al, 1996). The main differences are in
structure and content. ICD-10 is categorised on a single
axis (even though a multiaxial system is available) and
does not include social consequences of the disorder,
whereas DSM-IV is structured on a multiaxial framework and
includes significant impairment in social, occupational or
other areas of functioning. In addition, ICD-10 includes a

simplified classification system for use in primary care.

There have been criticisms however of these classification
systems and their clinical application to general practice
(Jenkins et al, 1988; Goldberg, 1994). Jenkins et al (1988)
proposed a model of classification for the primary care
setting basing it on four dimensions: psychological
illness, social stresses and supports, personality and
physical illness. However as Goldberg (1994) pointed out,
general practitioners are reluctant to use formal
multiaxial systems. In response to the difficulties of
using complicated classification systems in general
practice, the International Classification of Primary Care
(ICPC) produced by World Organisation of National Colleges,
Academies and Academic Associations of General
Practitioners/Family Physicians (WONCA) produced a list of
41 mental conditions, but this system too has been
criticised (Goldberg, 1994). Ustiin et al (1995) describe
the development of the new primary care version of the ICD-
10 chapter five for mental and behavioural disorders. This
provisional version focuses on 24 complaints, which are

fairly common in primary care. These are presented on a set
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of 24 cards, each detailing the complaint, the diagnostic
features and the management of the condition. The advantage
of this system is that it has been linked to clear advice
on management. Field trials have been conducted in a number
of centres and results have yet to be published (Ustlin et

al, 1995).

In addition to the difficulties in classification, there
have been problems in the measurement of common mental
disorders, deciding on a gold standard and defining
caseness. Many epidemiological surveys in primary care have
used a version of the General Health Questionnaire
(Goldberg and Williams, 1988), or a standardised interview
conducted by a psychiatrist, such as the Present State
Examination (Wing et al, 1974), as the gold standard. In
addition, Higgins (1994) pointed out that some researchers
have used their own definitions of caseness or let the
general practitioners decide when a person qualified as a
case. These definitions have ranged from strict DSM or ICD
classified disorders to loosely defined conditions, such as
“mainly psychological presentation or consultation”. These
difficulties have led to different prevalence rates of

mental disorders in general practice.

Prevalence rates have also been measured either using an
annual point prevalence for the practice population or the
prevalence in consecutive attenders at a general practice.
The denominator of the two types of prevalence differ, with
the former using the entire practice population as the
denominator, whereas the prevalence of consecutive
attenders uses the number of subjects who attended the
general practice on the day(s) of the data collection. The

prevalence rate of consecutive attenders usually is higher
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since it only considers patients who attend the surgery and
who tend to be more 1ill than the general practice
population as a whole. In sum, the problems of
classification, defining a case and sampling from the whole
practice population over a year or consecutive attenders on
several days has led to different prevalence rates of

common mental disorders.

Shepherd et al (1966) were the first to make a systematic
study of the prevalence of mental disorders in general
practice. General practitioners recorded their
consultations for a one year period and classified the
presenting conditions in a standardised.manner. From the 46
London general practices, they found a nine-fold difference
between practices in reported rates of ©psychiatric
disorders and speculated that the wide variance was due to
differences between doctors in their attitudes towards
psychiatric disorders rather than differences between
practice populations. Nevertheless, they estimated that the
prevalence of psychiatric morbidity was 139 per 1000 at
risk, of which 102 were “formal psychiatric illnesses”.
Other categories were psychosomatic conditions, organic

illness with psychiatric overlay and psychosocial problems.

However, an additional difficulty in estimating prevalence
was recognised. In 1980, Goldberg and Huxley first
introduced a framework to understand pathways whereby some
people with mental disorders, seek medical help from the
general practitioner and eventually may gain access to
specialist mental health services. The model identified two
prevalence rates at the general practice level: the total
morbidity and the conspicuous morbidity. It became clear

that not all mental disorders were recognised by general
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practitioners and general practitioners reporting these

disorders would only reflect the conspicuous morbidity.

The Goldberg and Huxley (1992) framework includes five
levels and four filters through which patients must pass in
order to receive generalist and/or specialist help. Figure
2.1 shows the five levels with estimates of annual period
prevalence rates at each level (number of people with a
given disease in the population at any point in time). As
can be seen from figure 2.1, only a proportion of patients
in general practice will be recognised as suffering from
psychiatric morbidity and pass through the second filter.
It seems that most people with psychological problems or
disorders visit their doctor at some time, but only
approximately half of these problems get recognised and
labelled as mental disorders (Marks et al, 1979; Tiemens et

al, 199e6).

The recent 1991-92 National Morbidity Statistics (RCGP et
al, 1995) showed that over 7% of the general practice
attenders consulted with a mental disorder (ICD 290-319),
or a prevalence rate of 728 per 10,000 person years at
risk. The data was collected over a one year period and
used the ICD-9 classification system. Mental disorders was
the only ICD chapter of specific diseases to decline since
the previous survey of 1981-82, in which the number of
consultations with the doctor was 1,761 per 10,000 person
at years at risk. The decrease was mainly for patients with
the intermediate category of severity, such as depressive
disorders. There was less of a decrease in “trivial”
conditions (minor self-limiting illnesses which require no
specific treatment). The authors speculated that the

decline in consultation rates for the “trivial” disorders
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Figure 2.1 Number of people suffering from a mental

disorder (taken from Goldberg and Huxley, 1992).

Level 1 - The community
260 - 315/1000/year
—————————————————————————————————————————————— 1st filter
(Illness behaviour)
Level 2 - Total mental morbidity - attenders in primary
care
230/1000/year
—————————————————————————————————————————————— 2nd filter
(Ability to detect disorder)
Level 3 - Mental disorders identified by doctors
101.5/1000/year
—————————————————————————————————————————————— 3rd filter
(Referral to mental illness services)
Level 4 - Total morbidity - mental illness services
23.5/1000/year
—————————————————————————————————————————————— 4th filter
(Admission to psychiatric beds)
Level 5 - Pgsychiatric in-patients
5.71/1000/year
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may have arisen from the increasing employment of

counsellors in general practice (RCGP et al, 1995).

The above rates were based on annual point prevalence. In
the recent international WHO Study, 15 studies were
conducted around the world to estimate prevalence rates
according to consecutive attenders. The study also aimed to
define types of disorders that occur in primary care (Ustin
and Sartorius, 1995). The advantage of this study was that
it standardised data collection and instruments. They used
a primary care version of the Composite International
Diagnostic Interview (CIDI-PHC), as well as the 12 item
General Health Questionnaire (von Korff and Ustlin, 1995).
They found that over the 15 centres and according to the
CIDI-PHC, 24% of consecutive attenders had current mental
disorders reaching ICD-10 <criteria for well-defined
disorders and another 9% had sub-threshold disorders
(those who have clinically significant symptoms clustering
in anxiety, depression or somatization groups but do not
meet the full criteria for an ICD-10 mental disorder

category) (Goldberg and Lecrubier, 1995).

Kisely et al (1995) conducted the WHO study in Manchester.
They found prevalence rates similar to the overall world-
wide prevalence: 26% of the sample had a well-defined ICD-
10 diagnosis. General practitioners identified 46.5% of the
sample as having psychological problems, of which just over
half were mild. The agreement between the CIDI-PHC and the
general practitioner was 46%, however general practitioners

identified 62% of those found to have an ICD-10 diagnosis.

Many other studies of prevalence rates in general practice

have been conducted in Britain (Goldberg and Blackwell,
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1970; Marks et al, 1979; Skuse and Williams, 1984) as well
as in America (Hoeper et al, 1979; Schulberg et al, 1985;
Barrett et al, 1988). It is difficult to estimate the exact
prevalence of mental disorders in general practice, but
Pereira Gray (1988) believes that the prevalence lies

between 7% and 30%.

2.1.1 PREVALENCE OF DIFFERENT MENTAL DISORDERS IN PRIMARY

CARE

Goldberg and Huxley (1992) distinguished common mental
disorders from severe mental disorders by classifying the
former as depressive illnesses and anxiety-related
disorders and the latter as the organic mental disorders,
schizophrenia and bipolar affective disorders. The National
Morbidity Statistics revealed that of patients consulting
for mental disorders, 85% did so for neurotic, personality
or other non-psychotic mental disorders or 649 per 10,000
person years at risk (RCGP et al, 1995). Organic psychotic
conditions and other psychoses had prevalence rates of 31
and 77 per 10,000 person years at risk, respectively. From
these figures, it is clear that the majority of patients
with mental health problems consult for neurotic,
personality and other non-psychotic mental disorders rather

than the more severe psychotic conditions.

In further detail, the prevalence rate for neurotic
disorders was 344 per 10,000 person years at risk (RCGP et
al, 1995). Specific conditions reported under neurosis were
anxiety states, neurotic depression and neurasthenia. The
incidence of neurotic disorders was 271 per 10,000 person
years at risk. Depression not elsewhere classified has a

prevalence rate of 110 per 10,000 person years at risk and
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special syndromes or syndromes not elsewhere classified a
rate of 97 per 10,000 (RCGP et al, 1995). These were mainly
disorders of sleep and pains of mental origin. In addition,
26 per 10,000 people consulted for acute reaction to stress

and 36 for adjustment reaction (RCGP et al, 1995).

The most common diagnosis according to ICD-10 in the WHO
international study and based on consecutive attenders were
current depression (10.4%), generalised anxiety disorder
(7.9%), neurasthenia (5.4%) and problems with alcohol and
alcohol dependence (3.3% and 2.7%) (Goldberg and Lecrubier,
1995). The high rate of neurasthenia is because this
syndrome was allowed to be present when co-morbid with
depression and anxiety, otherwise if the strict ICD-10
exclusion rule had been applied, the prevalence of
neurasthenia would have been 1.7%. Somatization disorder

had a prevalence of 2.7% (Goldberg and Lecrubier, 1995).

Kisely et al (1995) in Manchester found that current
depression had a prevalence of 17%, followed by
neurasthenia (10%) and generalised anxiety (7%) .
Neurasthenia seems to have a higher prevalence in
Manchester than across the total 15 centres and may be
because chronic fatigue syndrome can still be recorded

under neurasthenia using ICD-10 (Gelder et al, 1996).

In conclusion, common mental disorders found in the
community and general practice include depressive
disorders, anxiety-related disorders and somatisation
disorders (Goldberg and Huxley, 1992). Many studies have
found that depression is most common disorder in British

general practices (Casey et al, 1984). Factors associated
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with depression and other common mental disorders will be

now discussed in further detail in the following sections.

2.2 FACTORS ASSOCIATED WITH COMMON MENTAL DISORDERS

There are many factors that are associated with common
mental disorders and some of these will be explored in this
section. Biological and genetic factors as well as
personality factors are clearly important in the aetiology
of and wvulnerability to mental disorders (Goldberg and

Huxley, 1992) but will not be discussed in this thesis.

2.2.1 SOCIO-DEMOGRAPHIC FACTORS

The National Morbidity Statistics (RCGP et al, 1995) found
that more women <consulted for neurotic disorders,
depressive disorders not elsewhere classified, special
symptoms or syndromes not elsewhere classified, acute
reaction to stress and adjustment reaction. The male to
female ratio 1is approximately 1:2 across all these
disorders. Blacker and Clare (1987) reviewed studies on
depression 1in general practice and found that women
outnumbered men in the number of cases of depression. They
found that the sex ratio was anything from 2:1 to 4:1.
However, they pointed out that men may have a higher
prevalence of alcohol problems and suicide and tend to seek

medical help less often than women.

Most of the common disorders get worse over time, with
people over 65 suffering from more adjustment reactions and
depressive disorders, not elsewhere classified. The highest
number of people suffering from neurotic disorders was in

the 45 to 64 year old people (RCGP et al, 1995). It seems
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that many mental disorders become more common with increase
in age, however Blacker and Clare (1987) in their review
found that major depressive disorder peaked in the age

group 25 to 44.

Evidence for 1links to marital status, work status and
social class are conflicting and no concrete conclusions
can be drawn (Blacker and Clare, 1987). However, Goldberg
and Huxley (1992) believe that most studies show greater
rates for common mental disorders in people from lower
social classes. Reviewing studies on work status, they
found that unemployment was associated with an increase in

mental disorders.

2.2.2 LIFE EVENTS AND SOCIAL FACTORS

Brown and Harris’s (1978) well known study on a random
sample of women in Camberwell, South London, stressed the
importance of life events and social support in the onset
of depression. They found that the loss of the wmother
before the age of 11, absence of an intimate, confiding
relationship, unemployment and the presence of several
children under the age of 14 living at home were related to
the increased vulnerability of depression. However, as
Goldberg and Huxley (1992) pointed out, the relationship
between mental health, 1life events and social support is
complex and it is still not clear why some people who
experience adverse life events and do not have a supportive
social network do not develop a mental health disorder.
There is the chicken and egg situation of which comes
first: the absence of social support led to a mental
disorder or the mental disorder led to a reduced social

support network (Markus et al, 1989).
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It is difficult to conclude whether life events and social
support play a role in the aetiology of common mental
disorders. People who present with mental disorders usually
present with recent life events and with a degree of social
impairment (Klerman, 1989). Paykel " et al (1971) and
Weissman and Paykel (1974) found significant differences in
social adjustment between 40 depressed female out-patients
and 40 normal women from the general population. Depressed
women were more impaired in their work roles, including
their roles as housewives, and in intimate relationships
such as marriage and parenthood. In a more recent study,
Pini et al (1995) compared the number of social problems
reported by general practice attenders and community
subjects with emotional distress. They found that women
attending general practice reported more social problems
than women in the community, but did not find the same
difference in men. In addition, they found that
relationship problems with the spouse or partner were
reported significantly more often in general practice
attenders than in the community sample regardless of

gender.

2.2.3 RATE OF RECOVERY OF PATIENTS IN GENERAL PRACTICE

Mann et al (1981), in a follow-up study of a 100 general
practice attenders with ‘conspicuous’ non-psychotic
disorders, re-interviewed 93 patients at a one year follow-
up and found that 24% of the patients had improved on
psychiatric symptoms, 52% showed a variable course of
morbidity, with evidence of remission and relapse of
psychiatric symptoms over the year and 25% of patients were
chronically ill with psychiatric symptoms present

continuously. They found that patients who had higher
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psychiatric symptoms scores, were on psychotropic
medication and had a poorer social life scores, including
poor family 1life score, were more 1likely still to be
depressed at one year. In their recent 11 year follow-up,
they managed to obtain data on 68 patients and found that
35 (52%) patients were classified as cases on the 12 item
General Health Questionnaire (Lloyd et al, 1996). Twenty-
two (32%) patients were well, 14 (21%) had experienced one
acute episode of psychiatric illness lasting less than a
year and 32 (47%) had a relapsing or chronic psychiatric
disorder (Lloyd et al, 1996). In addition, they reported
that a high initial General Health Questionnaire score was
strongly associated with a high General Health
Questionnaire score at 11 years, chronic course of
psychiatric illness and high consultation rate. No
association were found with initial personality and social

problems assessment (Lloyd et al, 1996).

Studies on prognosis have yielded conflicting results
(Dowrick and Buchan, 1995). Some research studies have
shown better outcomes for patients suffering from common
mental disorders (Wright and Anderson, 1995), but it seems
that at least 12% of patients are likely to become chronic
(Dunn and Skuse, 1981). Lloyd et al’s (1996) recent
findings support the view that common mental disorders can
become chronic and are associated with raised mortality and

high service use.

2.3 COST OF COMMON MENTAL DISORDERS IN PRIMARY CARE

O’'Donnell et al (1988a), in a review of economic
evaluations of mental health care, pointed out that mental

health resources are extremely scarce and choices between
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alternative services need to be made. However most
therapies have not been evaluated and decisions are made on

the basis of received wisdom and customary practice.

Wilkinson et al (1990) adapted Quality Adjusted Life Years
(QALY) in a psychiatric setting and tried to assess the
costs of care per QALY in people with schizophrenia,
affective disorders and neurosis. They found the costs were
highest for people with neurosis and lowest for people with
schizophrenia. However this study had some serious
methodological flaws and its aim was mainly to assess
whether QALYs were applicable to people with a psychiatric
disorder. In a different study Croft-Jeffreys and Wilkinson
(1989) estimated the costs of neurotic disorders in general
practice. They compared the costs of neurotic disorders
with uncomplicated hypertension by estimating both direct
costs and indirect costs. Direct costs included number of
consultations, medications prescribed and personal costs,
such as prescription charges. Indirect costs included
number of days off sick and sickness benefit due to days
lost at work. They found that the costs of neurotic
disorders and uncomplicated hypertension were similar,
however neurotic disorders were more expensive in GP time
and lost production, whereas hypertension had higher
medication and personal costs. The authors were unable to
evaluate some of the costs, such as people who dropped out
of the 1labour force because of chronic illness, and
therefore speculated that the £373 million for neurotic
disorders in 1985 was an under-estimate of total costs.
They concluded that most of the costs were due to lost

production rather than expensive medical services.
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A similar study estimated the cost of depression seen by
general practitioners in England and Wales (Kind and
Sorensen, 1993). They predicted the costs by using
published data and making a number of assumptions about the
prevalence of depression, the treatment of depression and
days lost at work. Analysing the direct service costs, they
found that acute hospital admissions for mental illness
accounted for 40% of the direct costs and general practice
consultations accounted for 27%. Drug costs only
represented 11.3% of these total annual direct costs of
£420 million. However, they speculated this may increase to
15% with the introduction of newer and more expensive
drugs. The indirect costs were considerable and they
estimated the costs to sufferers of depression and their
carers in excess of £3.5 billion annually (Kind and

Sorensen, 1993).

The above studies show that the greatest costs are due to
lost production. In America, there is a similar picture.
Wells et al (1989) in the Medical Outcomes Study found that
patients with depressive disorders or symptoms tended to
have worse physical, social and role functioning than
patients who had chronic medical conditions. Particularly,
the patients with depressive symptoms spent a significantly
greater number of days in bed than patients with
hypertension, diabetes and arthritis. Broadhead et al
(1990) in the Epidemiologic Catchment Area Study in North
Carolina found that subjects with major depression had a
4.8 times greater risk of disability than subjects who had
had no symptoms of depression during the 6 months before
entry to the study. They defined disability as when a
person spent all or part of the day in bed or was kept from

usual activities. In addition, people with minor depression
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with mood disturbance had a 1.6 increased risk and because
of 1its greater prevalence, may account for ©51% more
disability days than individuals with major depression.
With these studies it begins to become clear that it is
vital to include indirect costs in the economic evaluation

of patients with common mental disorders.

From the epidemiological studies, it is clear that common
mental disorders are a major health problem in general
practice and these disorders cause great distress in terms
of psychiatric symptoms and social functioning. Many
patients will suffer from a relapse of symptoms or develop
a chronic illness. In addition, there i1is a substantial
economic burden to society, particularly in terms of lost
production. Thus, it is wvital that general practitioners
and primary health care teams who deal with the majority of
patients with common mental disorders relieve the
psychological, social and economic suffering in an

effective manner.

In January 1992 the Royal College of Psychiatrists in
association with the Royal College of General Practitioners
launched the Defeat Depression Campaign (Baldwin and
Priest, 1995). The campaign has tried to highlight the need
for appropriate detection and management of depression in
primary care, by trying to improve public and professional
awareness, publishing two consensus statements (Paykel and
Priest, 1992; Katona et al, 1995) and a report on shared
care of patients with mental health problems. In addition a

mental health fellow was established and funded by the
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Department of Health, Mental Health Foundation and Gatsby
Charitable Foundation to take a national lead on general

practice education.

2.4.1 RECOGNITION OF MENTAL DISORDERS

Numerous studies have shown that general practitioners have
failed to recognise common mental disorders when their
diagnosis 1is compared to psychiatric interviews (Marks et
al, 1979; Ormel et al, 1990). Freeling et al (1985) found
that general practitioners missed major depression more
often in patients who had physical illness. This finding
was confirmed by Tylee et al (1993) who found that women
with unrecognised major depression experienced more
physical illness and were more tired than women who had
their depression recognised. More recently they found that
the women were five times more 1likely to have their
depression recognised if they mentioned their psychiatric
symptoms early in the consultation compared to those who
either mentioned it later or never mentioned them. After
adjusting for physical illness the likelihood  of
recognising depression increased to 10 if the women
mentioned their psychiatric symptoms at the beginning of

the consultation (Tylee et al, 1995).

There is conflicting evidence on whether recognition and
disclosure of mental disorders makes a difference to
patient outcomes (Dowrick and Buchan, 1995). Nevertheless,
there have been many attempts to improve recognition skills
of mental disorders by group training for both general
practice registrars (formerly known as trainees) and

established general practitioners (Gask et al, 1987; 1988).
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2.4.2 THE CONSULTATION

There aré several things the doctor can do to manage a
person with a common mental disorder. Markus et al (1989)
mention the consultation in which the general practitioner
can gain a trusting relationship with the patient and build
on it. Neighbour (1987) reviews many of the different
models of consultations available to general practitioners.
Over the vyears the medical model has been heavily
criticised for being too task orientated and doctor centred
and concerned only with pathology and the physical aspects
of illness. Many general practitioners have however been
influenced by Balint (1957), a psychoanalyst, who wrote the
influential book “The Doctor, His Patient and the Illness”.
He explored the doctor and patient relationship and made
general practitioners aware of the psychoanalytic aspects
of the consultation. Byrne and Long (1976) studied the
behaviours of general practitioners when talking to their
patients and found a range of styles used by the doctors,
ranging from completely doctor centred, that is closed
information gathering, to completely patient centred, using
non-directive counselling skills. Neighbour (1987) provides

a structure for a five stage consultation.
2.4.3 MEDICATION

Several types of medication are used to help patients with
common mental illnesses in general practice. These are
anti-depressants, anxiolytics and hypnotics, other
psychotropic medication and other drugs such as beta-

blockers for anxiety.

45



The Defeat Depression Campaign has emphasised the need for
adequate prescribing of anti-depressants in general
practice (Paykel and Priest, 1992). Kerr (1994) examined
prescribing habits of general practitioners and
psychiatrists through a postal questionnaire survey. Fifty
two per cent of the 68 general practitioners and 17% of the
60 psychiatrists reported using lower than recommended
dosages of anti-depressants and 40% of general
practitioners and 7% of 62 psychiatrists used shorter than
recommended periods of continuation therapy. Thakore and
John (1996) reviewed the recommendations provided by Family
Health Services Authorities (FHSAs) and health boards to
general practitioners. They found that a few FHSAs were
recommending anti-depressants at a sub-optimal dose. The
older tricyclic anti-depressants were still recommended as
the first line agents, despite evidence that the newer
Selective Serotonin Reuptake Inhibitors (SSRIs) may have
fewer side-effects and therefore may have better compliance
(Cookson, 1993). However SSRIs are more expensive and if
they were to substitute for the older tricyclics it could
increase the NHS drug budget in England by over £100

million (Freemantle et al, 1993).

There has been a considerable decrease in benzodiazepine
prescription over the past 15 years (Bashir et al, 1994).
The Committee on the Review of Medicines (1980) published
the risks of dependence of long-term benzodiazepine use and
in 1988 the Committee on Safety of Medicines recommended
that benzodiazepines should not be used for more than four
weeks. Deans and Skinner (1992) conducted semi-structured
interviews with 15 general practitioners and 15 general
practitioner trainees. Most doctors admitted to prescribing

benzodiazepines to patients suffering from anxiety. The
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average estimated percentage of patients given medication
was 44%, however medication was only prescribed short-term.
Most doctors agreed that the use of counselling skills
could be as effective as benzodiazepines, but felt that
counselling was too time consuming and therefore it was
quicker to prescribe medication. Two thirds of these
doctors would have favoured employig a counsellor within

the practice.

2.4.4 REFERRAL TO SECONDARY SERVICES

Goldberg and Huxley (1992) have demonstrated that only
approximately 5% of general practice attenders with a
mental health problem are referred to secondary services.
However, in recent years psychiatrists and general
practitioners have worked more closely together (Pullen et
al, 1994) and established different working patterns, such
as psychiatric liaison attachments to general practice
(Dowrick, 1992). General practitioners can also refer to
other mental health professionals such as members of a
community mental health team, community psychiatric nurses,
clinical psychologists and social workers. They can also
recommend patients to contact local mental health
organisations such as MIND or a counsellor known in the

area.

2.4.5 PSYCHOLOGICAL THERAPIES

The general practitioner can also use a number of
psychological therapies themselves or refer to a specialist
trained in a psychological therapy. Markus et al (1989)
talk about counselling, individual psychotherapy, family

and couple therapy, group therapy, crisis intervention and
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transition counselling. In the recent book published by the
Royal Colleges of Psychiatrists and General Practitioners
“Psychiatry and General Practice Today”, two chapters have
been written on counselling and psychotherapy and cognitive
behaviour therapy (Pullen et al, 1994). Some of the health
professionals trained in psychological therapies are
counsellors, psychotherapists, clinical ©psychologists,
community psychiatric nurses and psychiatrists. There are
many more however who have experience of or have been

trained in using a psychological therapy.

In conclusion, this chapter has highlighted common mental
disorders, such as depression and anxiety, as a major
public health concern in terms of psychological, social and
economic suffering. General practitioners and the primary
health care team are well placed to recognise and treat
these common disorders in an effective manner. Both
pharmacological and psychological therapies are used in
general practice. The psychological therapies will now be

discussed in greater detail in the next chapter.
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3.0 COUNSELLING IN GENERAL PRACTICE

This chapter will explore how counselling is defined, who
counsellors are in general practice and examine in depth
the evidence of efficacy and cost effectiveness of

counselling in general practice.

3.1 HISTORICAL BACKGROUND

The beginnings of counselling can probably be dated back to
the early 1900s and has its roots in vocational guidance in
America (Feltham, 1995). It was Carl Rogers who introduced
non-directive counselling, distinguishing it from
psychotherapy, and suggested that counselling could be
conducted by non-medical practitioners. The first
counselling courses in Britain were set up in the 1960s,
with the influence of Rogers and of student-orientated
counselling. The Standing Conference for the Advancement of
Counselling was founded in 1971, which became the British
Association for Counselling in the mid 1970s (Feltham,

1995) .

It is difficult to know when the first counsellor started
to practice in British general practice. Interest in
psychotherapy in general practice was certainly recorded as
early as 1956 (Hopkins, 1956), but it was not until 1975
that Marsh and Barr published the first paper on
counselling in general ©practice. Kincey (1974) and
Broadhurst (1977) examined the interest of psychology to

general practice.
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3.2 DEFINITION OF COUNSELLING

Counselling has become a confusing word and society now
expects counselling to be available for many reasons such
as disasters, personal trauma or marriage guidance. Bond
(1995) described how different people, including health
professionals, hold different concepts of counselling. Some
people see it as advice giving and some consider it a time
set aside (usually an hour a week over several weeks) for
discussing psychosocial issues with a trained professional.
Stokes (1994) in a postal questionnaire survey found that
43% of general practitioners defined counselling as
‘listening’ or ‘helping’, ©54% gave a more detailed
definition of specific counselling skills being used in a
non-directive exploration of the patient’s problem and 3%

equated counselling with psychotherapy.

The British Association for Counselling (1992b) has its own

definition:

Counselling is the skilled and principled use of
relationships which develop self-knowledge, emotional
acceptance and growth, and personal resources. The
overall aim is to live more fully and satisfyingly.
Counselling may be concerned with addressing and
resolving specific problems, making decisions, coping
with crises, working through feelings and inner
conflict, or improving relationships with others.

The counsellor’s role 1is to facilitate the
client’s work in ways that respect the client’s
values, personal resources, and capacity for self-

determination.
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In the above definition, counselling is about developing
and facilitating the strength of clients in order for them
to determine their future lives. Counselling is seen to
enhance, wusually in a non-directive style, a person’s
capacity to find their own solutions to their problems. The
counsellor refrains from giving advice and reassurance and
discourages the development of long term dependence, SO
that patients are enabled to help themselves rather than

use the directives of others (Rowland and Irving, 1984).

Rowland (1993) made a further distinction. She
differentiated between counselling skills and counselling.
Counselling skills, such as listening, reflecting and
conveying empathy, are not exclusive to the counsellor.
They are used by other people, for example doctors and
nurses, and are applied to facilitate communication between
people. In contrast, Rowland (1993) argued that counselling
is essentially an ethical task underpinned by a code of
ethics and practice. According to the British Association

for Counselling (1991):

“people become engaged in counselling when a person,
occupying regularly or temporarily the role of
counsellor, offers or explicitly agrees to offer
time, attention and respect to another person or

persons temporarily in the role of client”.

Rowland (1993) argued that the counsellor tries to develop
a therapeutic relationship with the client and use empathy
to understand the client’s situation. It is a distinct
period of time set aside when two or more people discuss
psychosocial problems. There is a contract between the

client (s) and counsellor to explore the client’s feelings
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and concerns. Bond (1995) suggested that this should not
diminish the wuse of counselling skills Dby other
professionals besides counsellors or that counselling
skills are a lower order activity compared to counselling.
He argued that with proper training, experience and
supervision anybody can counsel, including doctors and
nurses. However, who should do the counselling is open to

debate (Rowland et al, 1989; Shepherd, 1989; Noon, 1992).

3.3 MODELS OF COUNSELLING

Over 200 different models of counselling have been

described (Bond, 1995) . Often counsellors describe

themselves as eclectic and use a variety of models. There

are three common models:, person-centred or humanistic
counselling, psychodynamic  counselling and cognitive
behaviour counselling (Bond, 1995). Some counsellors may

work with groups of people as well as one-to-one
counselling (Irving and Heath, 1989). This section explores
the difference between counselling and psychotherapy and
examines the main models of counselling in some further

detail.

3.3.1 DIFFERENCE BETWEEN COUNSELLING AND PSYCHOTHERAPY

It is difficult to be exact about the differences and
similarities between counselling and psychotherapy, since
as Feltham (1995) pointed out, there are two main views:
“one that they are entirely or largely synonymous, and the
other that they are largely or utterly distinct” (p.42).
Some of the perceived difference seems to be that
psychotherapy may be 1long term and more in depth,

particularly dealing with the unconscious, whereas
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counselling is briefer, non-judgmental and possibly more
superficial (Feltham, 1995). However, some counsellors work
with clients over a long period of time and usually study
the same texts as their psychotherapy colleagues. Feltham
(1995) Dbelieves that many of the differences between
psychotherapy and counselling stem from Thistorical,
ideological and political factors and prejudices, rather
than there being essential differences between the work of
counsellors and psychotherapists. Rowland (1993) believes
the differences between counselling and psychotherapy are
usually of orientation and degree. She pointed out that
counsellors concentrate less on the transference between
counsellor and client and focus on current problems whereas
psychotherapists deal with more deep-seated personal 1life

problems.

3.3.2 THE HUMANISTIC MODEL

Humanistic models include person-centred, Gestalt,
psychodrama and feminist therapy to mname but a few
(Feltham, 1995). They have in common a belief in self-
actualisation or fulfilment, where a person is seen as
striving to create, achieve or become (McLeod, 1996). A
person is seen as a whole not as body and mind in conflict
(Feltham, 1995). Therapist are usually very non-directive
relying on openness, empathy and unconditional positive

regard (McLeod, 1996).

3.3.3 THE PSYCHODYNAMIC MODEL

Psychodynamic models of counselling originate from Freudian
theory (Feltham, 1995). They have in common the unconscious

conflict and techniques such as transference and suggestion
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are used to explore both conscious and unconscious thoughts
and feelings (Roth and Fonagy, 1996). Clients are often in
therapy or counselling for one to two years of once or

twice weekly sessions.

3.3.4 THE COGNITIVE-BEHAVIOURAL MODEL

The cognitive-behavioural model is seen as a more directive
model and which has its roots in classical learning theory
and social 1learning theory (Roth and Fonagy, 1996). The
therapist is concerned with maladaptive behaviours,
thoughts and beliefs and challenges these in a problem
solving manner. The therapist is not particularly concerned
with the cause of the maladaptive beliefs and behaviours,
but relies on self-monitoring, identifying and challenging
negative thoughts, decatastrophising and scheduling

activities (Roth and Fonagy, 1996).

3.4 COUNSELLORS BACKGROUND, TRAINING AND EXPERIENCE

As has already been mentioned in section 1.4.2, anybody can
call themselves a counsellor, even though many have
different backgrounds, qualifications and experiences. Here
the term counsellor is used in the wider sense as per

Sibbald et al’s (1993) definition.

According to Sibbald et al (1993), there are three
principal “counsellors” in general practice who offer
counselling. In a survey of 1542 general practices in
England and Wales, 484 (31%) had a “counsellor”. They were
mainly community psychiatric nurses (181 or 12%), clinical
psychologists (95 or 6%) and “practice counsellors” (134 or

9%) . They comprised 85% of all practices with a counsellor.
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Other “counsellors” included general practitioners,

practice nurses and health visitors.

Sibbald et al (1993) found that out of the three main
groups of counsellors, 106 (26%) were accredited by the
British Association for Counselling and a further 91 (22%)
were trained by Relate (formerly Marriage Guidance Council)
or had completed a counselling or psychotherapy course. The
general practitioner did not know what qualifications, if
any, were held by 85 (21%) of their counsellors. Other
qualifications that counsellors held were registered
general nurse, community psychiatric nurse diploma, social
work training, health visitor training or psychology

degree.

Some years earlier, McLeod (1988) had reported similar
results in her smaller survey of counsellors in general
practice. Most counsellors were nurses, several being
psychiatric nurses, but there was also a social worker, a
psychology graduate and several counsellors and
psychotherapists. Their training varied enormously. Some
were trained through Relate, some only had a vyear
certificate course, others used their psychiatric nursing

training and some were trained in psychotherapy.

At present counsellors do not require any specific training
in order to set up in practice (Fallowfield, 1993). There
is also little consistency between training courses and the
level of competency varies from course to course (Cocksedge
and Ball, 1995). However the British Association for
Counselling in the mid 1980s developed an accreditation
system in an attempt to standardise the training of

counsellors (Rowland and Irving, 1984). This ensures that
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counsellors have fulfilled a certain number of hours of
training and supervised practice. It also includes a
commitment to continuing personal and professional
development. At present there are not many accredited
counsellors, but there are guidelines to ensure that
counsellors have sufficient training and experience
(British Association for Counselling, 1992) and the British
Association for Counselling (1993a) has produced a list of
approved courses in counselling. In 1982 a division in the
British Association for Counselling called the Counselling
in Medical Settings was established (Rowland and Irving,
1984) . They concern themselves with the working conditions
of counsellors in general practice and what advice to give
to general practitioners about counsellors. In 1993, the
Counselling in Medical Settings published “Guidelines for
the employment of counsellors in general practice” (British

Association for Counselling, 1993b).

Psychologists also do not need to be specifically trained
to set wup as counsellors. However psychologists can
register with the British Psychological Society (BPS) as
chartered clinical psychologists or very recently as
chartered counselling psychologists (Farrell, 1996). A new
Division of Counselling Psychologists was set up in 1994 to
reflect the growing interest and demand in this relatively
new area of psychology, together with an approved diploma

in counselling psychology (Farrell, 1996).

In summary, anybody can call themselves a counsellor and
practice however they like. More recently, Family Health
Services Authorities or health agencies have stipulated
that counsellors should be British Association for

Counselling accredited or have undertaken a recognised
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training course in order to standardised the quality of
counsellors (Salinsky and Curtis Jenkins, 1994). Many
Family Health Services Authorities or Health Agencies have
started to reimburse general practitioners for counsellors.
Counsellors are employed on sessional basis, usually one
session being equal to three hours counselling with three
different clients. However, it is usually up to the general
practitioner and the counsellor as to who the counsellor
sees in the surgery and up to the counsellor as to what

type of therapy she or he might use.

3.5 CLIENTS/PATIENTS CHARACTERISTICS

Counsellors in general practice frequently work as
generalists seeing a variety of different people with a
range of problems and therefore use different methods to
assist the patient to arrive at their own solutions

(Rowland, 1993).

Almost any emotional or behavioural problem appears to be
within the remit of counselling. Waydenfeld and Waydenfeld
(1980) asked doctors to record the reason for referral to
the counsellor. They found the common problems were
anxiety, marital problems, relationship problems, sexual
problems and psychosomatic problems. Other problems
included violence, depression, alcoholism, childbattering,
suicide attempt, mental illness in the family, compulsive

overeating, abortion counselling and bereavement.

Despite this wide range of possible problems that may lead
to a referral to a counsellor, there is some evidence of
specialisation. A survey in the mid 1980’s found that

marriage guidance counsellors tended to be referred more
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women than men or couples and of these married women aged
between 30 and 50 years and single women between 20 and 29
years predominated (Corney, 1986a). Sibbald et al (1993)
found that community psychiatric nurses were more likely to
be referred ©patients with anxiety or depression,
personality disorder or psychotic illness; ©practice
counsellors were more likely to be referred bereaved
patients; and clinical psychologists were more likely to be
referred patients with psychosexual problems, eating
disorders, phobias or obsessive-compulsive disorders. Bond
(1995) 1lists 13 areas which are generally considered
suitable for <counselling: bereavement; recovery from
trauma; terminal illness; anxiety associated with major
transition in life; stress management; problems with use of
alcohol or drugs; interpersonal and relationship problems;
sexual problems; family planning; infertility; HIV/AIDS;
psychological and 1less severe psychiatric problems; and
decision making about the course of treatment when the

patient has alternatives to choose between.

Unlike specialist HIV or bereavement counsellors,
counsellors in general practice work in a generalist field
and encounter people with a wide variety of problems. It is
unclear whether all counsellors working in general practice
are equipped to cope with this range and how they might

seek the resources of other more specialised therapists.

3.6 EFFECTIVENESS OF COUNSELLING IN GENERAL PRACTICE

There have been numerous studies describing and evaluating
counselling in general practice. These can be broadly
divided into 4 groups: descriptive studies; randomised

controlled trials using stated hypotheses about
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counselling; economic evaluations; and meta-analyses. Most
studies include evaluations of counselling conducted by
generic counsellors, psychologists, community psychiatric
nurses, health visitors, social workers and general

practitioners.

Tables 3.1 and 3.2 summarise the papers published on the
subject of counselling in general practice. Table 3.1
outlines descriptive studies of counsellors in general
practice. This table does not include studies on
psychologists, nurses or other health professionals. Table
3.2 summarises trials comparing counsellors or other health
professionals with wusual general practitioner care. The
tables represent most of the relevant published papers on
counselling in general practice. Some of these studies will

be discussed further.

3.6.1 DESCRIPTIVE STUDIES

Descriptive studies outline the role of a counsellor
attached to the practice, highlight the advantages to the
doctor, the patient and the counsellor, examine outcomes
like number of prescriptions, consultation rates and
patient satisfaction and describe the process of referrals

and who is referred.

The first papers published on counselling in general
practice appeared in the 1970s. Marriage guidance
counsellors started to offer their services to general
practitioners on a voluntary basis as it became
increasingly clear that many doctor consultations had a

social and psychological element to them and that a “single
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Table 3.1 Descriptive studies of counsellors attached to
general practice in chronological order of year and month

of publication.

Authors Number Type of study Process and Outcome
included
Marsh and 160 Descriptive study of Type of problems
Barr (1975) consultations attached marriage described.
guidance counsellor Patient, GP and
over 12 months counsellor
satisfaction.

Cohen (1977)
Cohen and
Halpern
(1978)

Descriptive studies of
the attached marriage
guidance counsellor

4 examples where
counselling could be
helpful.

Reduced prescribing.

Anderson and

80 patients

Questionnaires

Patients preferred to

from 9 practices

Hasler recruited, completed by patients see the counsellor,
(1979) 55 completed and counsellors and satisfaction with
questionnaires | survey of patient case | service. Less
notes prescribing of

psychotropics and

fewer consultations.
Waydenfeld 103 recruited, | Questionnaire survey Patient satisfaction.
and 88 patients and interviews with Reduced surgery
Waydenfeld used in the patients, 9 consultations and
(1980) study counsellors and 1 GP reduced prescribing.

Small number felt
counselling had not
helped.

Martin and

87 patients

Descriptive study of

Process data on

patients in GP
surgery.

Mitchell 42 attached marriage number of
(1983) questionnaires | guidance counsellor consultations, failed
completed and questionnaire to attend and
survey problems at
presentation.
Most found
counselling useful.
Corney 28 out of 38 Postal questionnaire GPs found counsellor
(1986a, GPs and 10 survey of GPs and the attachments helpful.
1987a) counsellors attached marriage Types of referrals
guidance counsellors described.
McLeod 17 counsellors | Interviews with Identified workload
(1988) counsellors and GPs of counsellors. Types
of referrals,
training of
counsellor and
relationship with GPs
discussed.
Sibbald et 1542 (82%) GPs | Postal questionnaires 586 counsellors were
al (1993) completed and telephone distributed among 484
questionnaire interview with a practices. Type &
sample of GPs in training of
England and Wales counsellor and
referrals described.
Thomas 100 out of 105 | Questionnaire survey Over 50% would have
(1993) patient on perceptions of liked to talk to a
completed counselling in general | counsellor over the
questionnaires | practice. A sample of past 3 years and 85%

would prefer to see a
counsellor in the GP
surgery .
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Table 3.1 Descriptive studies of counsellors attached to

general practice in chronological order of year and month

of publication (cont.).

referrals over one
year in one general
practice

Authors Number Type of study Process and Outcome
included

Webber et al 95 patients Retrospective analysis | Description of

(1994) referred of counselling referrals. Out of the

95, 12 never attended,
12 terminated their
contract prematurely.

Speirs and
Jewell
(1995)

293 patients
referred over
2 years

Evaluation of 1
counsellor attached to
2 practices over 2
years

Description of
referrals. Reduction
in psychotropic
medication. Most
patients felt
counselling was
useful.

Burton et al
(1995)

210 patients
(counsellor)
174 patients
{psychologist)

Comparison of
referrals to
counsellor in 2
general practices and
GP referrals to
district clinical
psychology department
over 4 years

Counsellors see more
patients with anxiety,
depression, marital
problem, child
management and
physical illness than
psychologists.

Fletcher et

82 general

Cross-sectional study

Practices with an

psychotropic drug
prescribing

al (1995) practices comparing rate of attached counsellor
psychotropic drug had a slightly higher
prescribing with rate of psychotropic
counselling provision drug prescribing.
Sibbald et 214 (37.5%) Comparison of Found no major
al (1996) general practices with or differences between
practices without a counsellor practices with or
participated and the rate of without a counsellor

in terms of
prescribing rates and
costs.
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Table 3.2 Randomised controlled trials

matched control groups.

and trials with

Author (s)

Number
included

Type of study and
treatments

Outcome

Counsellor/ psychotherapist

Kincey (1982)

providing behavioural
psychotherapy vs
routine GP care

Ashurst and 726 Counselling vs No major differences in
Ward (1983) routine GP care outcome.
Martin and 174 Comparative trial No major differences in
Martin (1985) with a matched outcome.
sample, counselling
vs routine GP care
Brodaty and 56 Psychotherapy vs No major differences in
Andrews (1983) counselling by GP vs outcome.
routine GP care
Boot et al 192 Counselling vs Counselling group had
(1994) routine GP care significantly lower GHQ
scores & fewer
antidepressant
prescriptions.
King et al 21 Pilot study, RCT by No major differences in
(1994) patient preference, outcome .
counselling vs
routine GP care
Nursing staff
Ginsberg et al 50 Nurse therapist No major differences in
(1984) providing behavioural | outcome.
psychotherapy vs
routine GP care
Marks (1985) 92 Nurse therapist Nurse group were
providing behavioural | significantly better
psychotherapy vs than the GP group.
routine GP care
Holden et al 50 Counselling by health | Health visitor group had
(1989) visitor vs routine GP | a higher rate of
care recovery than the GP
group.
Wilkinson et al 61 Pilot study. Practice | No major differences in
(1993) nurse support vs terms of medication and
routine GP care compliance.
Gournay and 177 Counselling by CPNs No major differences in
Brooking (1992, vs routine GP care outcome.
1994)
Psychologist
Robson et al 429 Behaviourally Patients seeing the
(1984) orientated psychologist improved
psychologist vs more quickly but no
routine GP care majoxr differences at 12
months.
Teasdale et al 34 Cognitive therapy vs Cognitive therapy group
(1984) routine GP care was better at end of
treatment but no major
differences at 3 months.
Earll and 50 Psychologist No major differences in

outcome, except
psychologist group had
fewer psychotropic
prescriptions during
treatment.
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Table 3.2 Randomised controlled trials

matched control groups (cont.).

and trials with

Author (s) Number Type of study and | Outcome
included | treatments
Social workers
Cooper et al 189 Matched comparison Social work group
(1975) of general practices | experienced some benefit
with and without an in psychiatric and
attached social social outcomes.
worker
Corney (1984, 80 Attached social No major differences,
1987c) worker vs routine GP except women with acute
care on chronic depression
and had major marital
difficulties and saw the
social worker did
better.
Doctors
Catalan et al 91 Patients prescribed No major difference in
(1984) anxiolytics vs outcome.
patients given brief
counselling by GP
without anxiolytic
prescription
Catalan et al 113 Problem solving by Problem solving group
(1991) psychiatrist vs had significantly
routine GP care greater reduction in
psychiatric symptoms
that the GP group.
Mynors-Wallis 91 Problem solving by More patients receiving

et al (1995)

GP or psychiatrist
vs amitriptyline
with routine GP care
vs placebo with
routine GP care

problem solving reduced
their depression scores
than drug or placebo
group .

More than one professiona

1

Scott and
Freeman (1992)

121

Psychiatrist vs
social worker vs
psychologist vs

routine GP care

No major differences in
outcome, except that
specialist treatment
costs more than GP care.
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solution, diagnosis, or definitive treatment” may not be

helpful (Cohen and Halpern, 1978).

In the first paper published, Marsh and Barr (1975)
described a marriage guidance counsellor working in a group
practice. The counsellor worked for 6 hours accepting
referrals from all general practitioners and seeing
patients. Common problems seen were infertility, desertion,
sexual dysfunction, physical violence, alcoholism and
depression. They felt there were advantages to the patient,
doctor and counsellor, particularly that problems were
identified at an earlier stage and that counselling took
place 1in the safe and confidential atmosphere of the

doctor’s surgery. The counsellor also felt part of a team.

In June 1979 the Journal of the Royal College of General
Practitioners published a series of articles on counsellors
and psychologists attached to general ©practice. An
anonymous editorial (1979) recognised that a 1large
proportion of general practitioner consultations have a
psychosocial component and that the pathological model of
illness was no longer fully appropriate for people with
behavioural problems in general practice. It described the
increased prescribing of psychotropic medication such as
Diazepam and suggested that counselling could be an
alternative treatment for these ©problems. It also
questioned whether people with behaviour problems are best
treated by general practitioners or by counsellors,
psychologists or social workers, and whether these problems
should be treated within the primary health care team at

all.
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More surveys began to appear in the medical press.
Counselling was increasingly welcomed by patients who felt
it should be a service generally available in general
practice (Anderson and Hasler, 1979). A number of studies
showed a reduction in prescriptions for psychotropic
medication, fewer consultations and doctors felt that their
patients had improved their ability to cope (Waydenfeld and
Waydenfeld, 1980; Anderson and Hasler, 1979). On the whole,
counsellors, patients and general practitioners felt that
counselling was beneficial and that patients had improved.
Waydenfeld and Waydenfeld (1980) found similar results in
their survey of 103 patients, but also found that some
patients felt counselling was not helpful. The counsellor
judged that 19 out of 101 patients had not improved and the
doctor felt that 11 out of 100 had not improved and that
one patient had deteriorated. Only two patients felt they
had not been helped at all. This report was the first to
suggest that counselling might have a detrimental effect
and that side effects were an important outcome to measure

in evaluations of counselling.

Martin and Martin (1985) investigated the effect of
employing a counsellor over a period of 7 years on
consultation rate and psychotropic drug prescribing, by
examining a random sample of 300 patient case notes. The
number of psychiatric diagnoses recorded in the notes fell
by nearly 6%. The number of anti-depressants drug
prescriptions fell by 17% and the number of prescriptions
of minor tranquillisers and sedatives rose by 30%. They
questioned whether the change in prescribing and diagnosis
may have reflected the changes in medical structure of the
practice or the presence of the counsellor making the

general practitioners more sensitive to psychological
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problems. In the same study, Martin and Martin (1985)
compared the notes of 87 patients who attended the
counsellor before the survey with an age and sex matched
control group. The number of psychotropic drugs prescribed
and the number of contacts with the doctor were recorded
for the year before and after the date of the patient’s
first appointment with the counsellor. They found no
significant changes in outcome and psychotropic drug
prescriptions rose in the counselled group by 56%. They
discovered that 88% of the increase in prescriptions was
accounted for by a large number of prescriptions given to
only four of the patients in the study. These studies
suggest that reduced prescribing is not necessarily an
indicator of whether counselling works, because it could
mean that general practitioners have become more
psychologically minded and therefore are prescribing more

psychotropic medication.

Two recent studies (Fletcher et al, 1995; Sibbald et al,
1996) compared the rate of psychotropic drug prescribing
and costs 1in general practices that had an attached
counsellor compared with practices that had no counsellor
on-site. Both studies found unexpected and surprising
results. Fletcher et al (1995) found that practices with an
attached counsellor had higher 1levels of prescribing of
psychotropic drugs than practices that referred their
patients to a counsellor not working on the practice
premises. Sibbald et al (1996) found no significant
differences between practices with and without an attached
counsellor in terms of prescribing rates or costs. These
studies question why psychotropic drug prescriptions do not
decrease when a counsellor is attached to a practice, but

speculate that counsellors only see a small proportion of
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patients with emotional illness in general practice. It is
also possible that general practitioners who employ
counsellors in their practices are more psychologically
minded and may recognise more emotional illness and

therefore prescribe more psychotropic medication.

It is difficult to draw conclusions from the studies above
and other similar studies (Cohen, 1977; Corney, 1987a;
Ives, 1979; Kock, 1979; McLeod, 1988) about the
effectiveness of counselling in general practice, because
there are no control groups. In any case it 1is doubtful
whether the utilisation of medical services can be used to
argue the case for the cost effectiveness of counselling
(Corney, 1992). Tolley and Rowland (1995) point out that
these studies only include basic cost data and no attempt

has been made to compare outcomes using randomisation.

3.6.2 RANDOMISED CONTROLLED TRIALS

Randomised controlled trial designs are often considered
the most powerful methods available to test hypotheses of
cause and effect relationships between variables. 1I