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Section A
Preface

The three substantive parts of this thesis represent three aspects of the
work of a counselling psychologist, and three elements in my role as a
psychologist in the NHS. The first of these parts, in section B, 1s a piece
of quantitative research, the focus of which is the clinical effectiveness
of the service provided by the author in a primary care setting. Section
C then examines my psychotherapeutic work with a single client in
some detail, and finally section D 1s a critical review of the literature in
the area of stress in the workplace, with particular regard to the health
service. Two threads link these three parts: the first, as stated above, 1s
that they represent three aspects of my work; the second is that they
illustrate three areas of ability required by counselling psychologists,
namely research, reflective practice and literature reviewing skills.

The quantitative research consists of an evaluation of a counselling
psychology service in primary care which is provided by the author.
Clients were monitored at a number of points in time using the Hospital
Anxiety and Depresstion Scale and the Symptom Checklist 90-R. Clients -
whilst on the waiting list, and clients receiving care from their general
practitioner only, constituted the control conditions. The number of
visits made by participants to their general practitioners in the six
months before and after the study were also monitored. The results and
their implications are discussed. The research is prefaced by a review of
the literature in the fields of psychotherapy and counselling outcome
research, including methodological issues and interventions in diverse
settings and by a variety of professional groups.

. Thus part of the thesis combines the need to be a reflective practitioner,
momnitoning and evaluating one's practice, with the knowledge and skills
required for rigorous quantitative research in the field. As NHS
resources are increasingly moved towards primary care, so too the need
for evidence-based practice increases. The journals Evidence-Based
Medicine and Evidence-Based Nursing have now been joined by
Evidence-Based Mental Health, and questions are being asked about
gaps between research and practice. In the mental health arena, this is
seen In the on-going calls in the literature for more studies of the
effectiveness or otherwise of counselling in primary care (see for
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example Roth and Fonagy 1996). As a supporter of destigmatized,
casy-access mental health services located in neighbourhood health
centres and surgeries, this author is fully in favour of the move towards
primary care, but is also aware of the importance of providing evidence
of the benefit of that move. Subjective accounts from clients speak of
the benefits of accessibility, but it is clear that quantitative data is also
needed by stakeholders. A counselling psychologist should be well

placed to do this by virtue of psychological research training in addition
to therapeutic skills.

Much attention 1s given in this research section to methodological
issues, and 1t i1s suggested that we neglect these issues at our peril.
Surprisingly, however, this is exactly what 1s seen in some of the
literature where, for example, the limitations of the randomised
controlled trial when applied to the evaluation of psychotherapeutic
interventions as opposed to the evaluation of new drugs are given no
mention, or the dangers of uncritical acceptance of meta-analytic
findings are ignored. Equally, the disadvantages of qualitative
approaches are often overlooked in the attempt to find client-friendly
research protocols that capture aspects of therapeutic change not easily
available for measurement. There should be room for a post-modern
plurality of methodologies in a field as complex as this, but both the -
advantages and disadvantages of each must be recognised and
acknowledged. One useful way to look at this is in terms of the balance
between internal and external validity that is inherent in particular
approaches. At one end of the spectrum are methods, derived from
scientific modernism, of studying therapeutic efficacy, such as the
randomised controlled trials developed for the pharmaceutical industry,
which have high internal validity but questionable application to the real
world of psychological practice unless heavily modified to take account,
for example, of the role of the mutual responsiveness of client and
-therapist 1n therapeutic process and outcome (a good example of such
development i1s seen in Shapiro 1997). At the other extreme are
qualitative studies of service effectiveness that may paint a clear and
vivid picture of the progress of particular cases but which lack the
internal controls necessary for comparison and evaluation. The
approach adopted in this study attempts, within the limitations imposed
by time and manpower, to combine aspects of the open trial design,
which has a waiting list control condition, and the randomised
controlled trial, so as to uphold external validity as much as possible
whilst maintaining some internal control. The design is quantitative as
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mentioned above, in order to provide information to stakeholders that
can supplement subjective or anecdotal accounts.

A subsidiary aim of this research was to evaluate and hopefully
demonstrate the effectiveness of a counselling psychologist in an NHS
clinical psychology role. The author has occupied a clinical psychology
senior post for three years and has been involved in (continuing)
discussions about the similarities and differences between the two
groups of psychologists. The particular service that is the subject of this
research was developed and provided by the departmental Director of
Clinical Psychology until the author came into post, and, because it is
located out of the health authority area, it is a relatively isolated service
without easily accessible back-up from community mental health teams
or psychiatric services. There was some concern, therefore, over
whether a non-clinical psychologist would cope with the range of cases
that the general practitioners referred to the service. It is this author's
contention, however, that a counselling psychology training and
approach 1s at least as appropriate as a clinical one for this type of
service and setting, where an emphasis on helping with developmental
transitions and coping with life events and trauma is as important as the
assessment and treatment of psychopathology per se.

The results of the study indicate that the service in question was indeed
clinically effective: clients improved significantly after treatment on the
scales used, the numbers of 'cases' decreased significantly, and the
number of visits to the general practitioners also dropped. Compared to
a control condition, the treated clients did better on all these indicators,
but the difference between the two groups was not great enough to
show statistical significance at the 0.1% level required in this case by
the use of multiple planned t-tests, or in an analysis using MANOVA.
An overall Effect Size was calculated: it was greater than zero, showing
-that the service's interventions were more effective than GP-care, but

the magnitude of the effect was not large. These results are discussed in
the appropriate section of this thesis.

The case-study that comprises section C of this thesis has been chosen
firstly because it provides the opportunity to examine in detail one piece
of psychotherapeutic work through the lens of psychodynamic theories.
This group of theories is used by this author to reflect on his work and
to illuminate the processes that may be taking place, and to provide a
theoretical context for what happens in therapy. Counselling

/

10



psychologists should be proficient in a number of therapeutic
approaches and this author uses cognitive-behavioural methods in much
of his work, but a psychodynamic understanding has been found to be
of great value too. This is associated with the author's own therapy
having been psychoanalytic,c and a very influential part in his
professional development. Therefore the inclusion of this particular
case-study can be seen as a demonstration of competence and
understanding in a second treatment mode in addition to the mainly
cognitive-behavioural work that is evaluated in section B.

The second reason for the choice of this case-study is that it serves to
illustrate the power of counter-transference in the therapeutic
relationship in a particularly clear way. This is an area that is often
overlooked in psychological and counselling trainings and yet it 1s one
that plays a part in the work of all practitioners and if ignored, may lead
to professional abuses. This issue has received increasing attention in
the literature recently, and a number of authors have discussed the ways
in which the client's and therapist's histories may come together to
produce sexual and other exploitation of the client. Russell (1993) uses
a variety of theoretical models to explore this area, including
psychodynamic, person-centred and personal construct theory, and also
follows Foucault in suggesting that psychology, amongst other -
disciplines, 1s a mechanism of power in society and that sexuality is a
forum or site in which power can be exercised through the acting out of
a set of relationships. It is the abuse of that power when certain
conditions prevail in the client/therapist dyad that constitutes
exploitation for Russell; unlike Rutter (1990) and Masson (1988), who
see power in therapy as necessarily abusive, she acknowledges that
power can be used in a constructive and enabling way within the
therapeutic relationship. One writer who has looked at the potential for
the abusive use of power in that relationship in terms of transference
.and countertransference is Mann (1994, 1995). He focusses specifically
on therapeutic work with sexually abused clients, where, he suggests,
this issue is seen in greater intensity than in work with other clients
although it may always be present. Mann takes the view that
understanding the countertransference is a valuable tool provided the
therapist can use his or her experience for the benefit of the client. In
this case-study I attempt to show how these matters can play a part in

what initially may appear to be a relatively straightforward piece of
work.
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The topic chosen for the critical literature review in section D is stress
in the workplace, with particular reference to the health services. This
represents a third facet of the author's work, after the provision of a
community psychology service and individual psychotherapeutic work;
that 1s the provision of a staff support and consultation service to a
general hospital. In addition it represents a third area of ability needed
by counselling psychologists, after empirical research skills and
reflective practice skills; that is the ability to critically examine the
prevailing theories and representations, in this case with regard to
organisational levels of activity as well as individual. Indeed it is the
targeting of stress interventions almost entirely at the individual
employee that is the focus of this review, which aims to show that the
literature does contain non-individualized approaches to representing
workplace stress although these are not always easy to see amongst the

accounts of stress management programmes and other individualistic
perspectives.

Psychology, with its historical tendency towards individualised models
of behaviour, has at times done a disservice to workers, who invariably
function within a social and organisational context that influences their
thoughts, feelings and behaviour. Bor and Miller (1991) choose to use a
Family-Systems approach in exploring the functioning of internal -
consultants in hospitals because "a large institution such as a hospital

has many similarities to a family insofar as the way problems evolve and
can be solved." In this review I attempt to show that there are other

non-individualised approaches that can also be employed, particularly in
relation to workplace stress.

Finally, the parts of this thesis can be seen as representing different
positions in the debate between positivist, empiricist, scientific
psychology and the hermeneutic tradition in psychotherapeutic work.
.Psychodynamic theories, and more recent humanistic and cognitive
approaches, have always assumed a meaningful explanation for
behaviour in general and psychological distress in particular, but
because of the difficulties in subjecting these to the scientific method a
hermeneutic approach developed, which sees the forms of meanings
produced between client and therapist, or researcher and participant, in
their specific historical and cultural context, as being something
significant in themselves, and different from the sorts of explanation
amenable to science. A number of writers have tried to bridge this gap:
Laplanche (1992) takes a Lacanian perspective, suggesting that

/
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psychological work should be seen neither as an attempt to uncover a
factual reality nor as the creation of a purely subjective interpretation,
but as a third way, an attempt to understand enigmatic fragments of
experience, and Power and Brewin (1997) attempt to use the idea of
the transformation of meaning as a bridging concept. Nevertheless the
tension between the two positions remains, and is perhaps particularly
significant for counselling psychology with its historical and
philosophical associations with both camps. In this thesis the case-study
represents the more hermeneutic approach, and the service outcome
research the empiricist scientific approach.
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Al aluation of the nical Bile eness of a Counselling 1010¢

Service i P :
nssarv of Abbreviations used in Section B

BDI The Beck Depression Inventory, a 21-item measure of
depressive cognitions and behaviour.

CBT Cognitive-Behavioural Therapy.

GHQ The General Health Questionnaire, a symptom
questionnaire available in 12, 28 and 60-item versions.

GP General Practitioner.

GSI The Global Severity Index, the main summary measure
or score of the SCL-90R.

HAD The Hospital Anxiety and Depression Scale, a 14-item
measure of level of anxiety and depression.

1P - The Inventory of Interpersonal Problems, a 127-1tem
self-report inventory of the interpersonal domain.

IPT Interpersonal Therapy.

IPR Interpersonal Process Recall, a training technique in

which the trainee counsellor reviews a tape of a session,
with the focus on the process between client and

- counsellor. i

NIMH The National Institute for Mental Health (USA).

OCD Obsessional-Compulsive Disorder.,

RCT Randomised Controlled Tral.

SCL-90R The Symptom Checklist 90R, a 90-1tem self-report
symptom inventory.

SSRI Selective Serotonin Reuptake Inhibitor, a family of
antidepressant medication that affects brain serotonin
levels.

wte Whole-time equivalent.
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Abstract
Aim

To evaluate the clinical effectiveness of a counselling psychology
SEIvICe in primary care.

Method

Comparison of SCL-90R and HAD scores of a group of clients in
treatment with those of a control group receiving GP-only care, at four
points in time; and with scores while waiting for treatment. The design
combines elements of an open trial with elements of a randomised
controlled tral, although full randomisation was not possible in
practice. The results are expressed in terms of numbers of cases and -
effect size, as well as in terms of test scores, in an attempt to indicate
levels of clinical as well as statistical significance.

Comparison of number of visits made to general practitioners by
participants in each group during the six months before and after
treatment.

Results

-The results indicate that the service was clinically effective: clients
improved significantly after treatment on the scales used, the numbers
of 'cases' decreased significantly, and the number of visits to the general
practitioners also dropped. Compared to the control condition, the
treated clients did better on all these indicators, but the difference
between the two groups was not great enough to show statistical
significance at the 0.1% level required by the use of multiple planned t-
tests, or on MANOVA, although on the major indicators (SCL-90R
GSI and HAD Depression and Anxiety) significance was reached at the
5% level. The overall effect size was calculated to be 0.32. As 1t was

/
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greater than zero, it indicates that the service's interventions were more
effective than GP-care, but the magnitude of the effect was in the small
to medium range.

Conclusions

The results of the research demonstrate that the counselling psychology
service under study was clinically effective. On all indicators used,
clients of the service improved over the period of treatment, and did so
to a greater extent than patients in the control condition. However the
advantage over the control group was not sufficient for statistical

significance at the level required, and this is reflected in the relatively
moderate effect size.
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Introduction

We live 1n a time of evidence-based practice in the National Health
Service. Increasingly, n all fields of NHS clinical provision, the call is
for empirical evidence of effectiveness, and funding for services is
becoming more and more closely linked to the quantity and quality of
that evidence. Mental health services in general, and psychology
services in particular, are not exempt from this trend, and whilst
psychology has always prided itself on its involvement in and awareness
of research, changes in the delivery of services, for example from
hospital to community based care, and in the organisation of
practitioners, for example from uni-disciplinary departments to multi-
disciplinary teams, have thrown up new challenges for those trying to
evaluate services. This is in addition to the many obstacles that already
exist in the attempt to apply rigorous empirical standards to the
measurement of change in mental health.

Geddes et al.,(1997) ask why it has proved so difficult to narrow the gap
between research and practice in this area, and suggest that the answer
may lie in the many and varied factors that influence and determine
mental health practice. They list government policy, political values,
public demand, the behaviour of general practitioners, the trainings and -
beliefs of mental health professionals, the lack of communication
between different disciplines (and their research journals), and the
financial pressures on purchasers and providers of services, as being
some of these factors. They go on to suggest that much high quality
research has been done, and that with better dissemination (they refer in
particular to the launch of the new journal Evidence-Based Mental
Health) and a culture change that encourages overcoming professional
rivalries and a greater incorporation of patient values into research, it
should be possible to move towards more and better evidence based
-practice in mental health as in other health fields. This ts admirable, but
unfortunately Geddes et al.gloss over the methodological complexities
mentioned at the end of the paragraph above. For example, they imply
that only randomised controlled trials constitute good quality research,
and make no comment on the compromises so often forced on the
external validity of such trals. In evaluating psychotherapeutic

interventions in particular, 1t 1s vital that there is an awareness of such
1ssues, and much of this thesis is concerned with this.
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In the light of all this it is not surprising that there is at present much
debate about the place of counselling in primary care, with calls for
more evidence of effectiveness at the same time that services
proliferate. This debate is itself set within the context of others: what 1s
counselling in the primary care setting? How does a counselling
psychology service differ from a counselling or clinical psychology
service in primary care? What outcome evidence is there for
psychotherapeutic interventions in general as well as in primary care,
and what are the best methodologies for obtaining such data? Some of
the contributions to these debates are discussed below to the extent to
which they relevant to the objectives of this study. It is hoped that this
piece of research, although of only one service, provided by one
practitioner in one setting, will add to the collective pool of evidence

that can be used when addressing some of the debates mentioned
above.,

Roth and Fonagy (1996) recommend that if counselling services are to
be extended in primary care settings, urgent research is needed to
examine their efficacy, and this is underlined by the topic being given a
chapter to itself (on the insistence of the NHS Executive) in their recent
review of psychotherapy research. At the same time they fully
acknowledge the difficulties involved in researching this field: the -
problem of defining treatments, the more acute nature of the
disturbances seen; the role therefore of spontaneous remission; the part
played by the behaviours, attitudes and skills of the general practitioners
who provides the 'normal care' control conditions, and in consequence
the difficulty of knowing the extent to which null results reflect a lack
of efficacy of the contrast therapy or the beneficial effects of the control

treatment. These and other methodological issues are explored and
discussed later 1n this thesis.
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Rationale, Aims and Objectives

This 1s an evaluative study of a counselling psychology service in
primary care. Its focus is the clinical effectiveness (i.e. the outcomes in
routine practice) of the service, not the efficacy (i.e. the results achieved
in research trials) of the approaches used. The aim is to investigate the
effectiveness of the interventions offered by comparing test data for
treated patients with similar data for patients either waiting for
treatment or not treated by the counselling psychologist, and so both
contribute to our store of research evidence in this field as stated above
and provide data that can be of benefit to the stakeholders and the
provider of this particular service. The specific objectives are to
measure any changes in scores on the anxiety and depression scales of
the Hospital Anxiety and Depression Scale (Zigmond and Snaith 1983),
and on the main and subscale indices of the Symptom Checklist 90R
(Derogatis 1994), at four points in time and for the two groups of
patients, and to explore the impact of the service on patient
improvement and well-being using this outcome data and also data on
changes in participants usage of their general practitioners. In line with
recommended research practice, the sample size, the sub-groups, and
the outcome critria were all prospectively defined and specified, and the
rationale and methods for the statistical analyses are fully explained, as -
are all protocol deviations.

There are two hypotheses tested in this study:

Null hypothesis 1

The treatment group will show no improvement after trcatment.
Experimental hypothesis 1

The treatment group will show an improvement after treatment.

Null hypothesis 2

.The treatment group will not show a greater improvement than the control group.
Experimental hypothesis 2

The treatment group will show a greater improvement than the control group.

These two hypotheses are tested by means of eleven outcome criteria.
The first four refer to changes in HAD and SCL-90R scores, over either
eight or sixteen weeks, and comparing the treatment group either with
itself or with the control group. The next four are identical apart from
refering to numbers of cases rather than scores. The next two concern
changes in the number of visits to the general practitioners during six

month periods, again comparing the treatment group either to itself
/



before treatment, or to the control group. The final criterion concerns
the effect size demonstrated by the data. These eleven criteria represent
the five basic measures (HAD and SCL-90R scores and cases at eight
weeks post-start of treatment, at sixteen weeks post-start of treatment,
and number of visits to the GPs) used 1n two ways: as part of an open
trial or repeated measures design (1.e. with a waiting list control), and as
part of a controlled trial or independent measures design (i.e. with a
control group), plus the effect size measure as the eleventh .

The combination of open trial and controlled trial designs was used in
order to satisfy the demands of both internal and external validity as
much as possible, and the results are expressed in terms of numbers of
cases and effect size, as well as In terms of test scores, in an attempt to
indicate levels of clinical as well as statistical significance.

A particular point to do with the rationale for this study and its
methodology need to be made here, although this is explored further in
the discussion section. It may be argued that an evaluative study of the
work of a single practitioner has little value in terms of generalisability,
especially when the research is carried out by that selfsame practitioner.
Three responses can be given here: firstly that a study such as this adds
to the pool of evidence available to us, in much the same way that a n=1 -
case study design does; secondly that the interventions used with the
clients of this service and in this study are both specified below and in
general close to those indicated by the existing literature (e.g. Roth and
Fonagy 1996) as being most effective for particular client groups, so
that it should be possible to generalise from the outcome data; and
thirdly that this sort of evaluation is just what we should be doing as a
part of reflective practice.

The methodology adopted is quantitative, with two tests being
- administered at each of a number of points in time and changes in the

scores of treated clients compared to those whilst waiting for treatment
or of clients receiving routine care from their general practitioner. This
approach has been chosen in order to provide empirical data for
stakeholders, although it is acknowledged that some forms of subjective

data are only accessible to qualitative methods, as will be discussed
below.
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Literature Review

The literature that is germane to this study is found in several areas;
these include papers on the methodology of research into
psychotherapeutic interventions, on evaluations of the effectiveness of
counselling and/or psychotherapy and/or counselling psychology and/or
clinical psychology generally and in comparison with other sorts of

interventions, and more particularly, discussion and evaluation of these
Interventions in primary care.

A note on terminology first: I have used the term 'psychotherapeutic
intervention' as a generic one, to refer to the sorts of activities that a
counsellor, psychotherapist, counselling or clinical psychologist might
persue with clients. At times however the precise allegiance of the
practitioner(s) becomes important, because perhaps it says something
about the content or context of the service provided, and in those cases
I have been more specific.

Research Methods and Psychotherapeutic Interventions

Rennie and Toukmanian describe the two fundamental approaches to
explanation found in human science, which they term the paradigmatic -
and narrative approaches after Bruner (the term ‘narrative' is used here
by Bruner in a wider sense than its more recent usage as just one of the
non-paradigmatic methods; Bruner's usage equates more with the term
'qualitative’). Paradigmatic explanation is logico-scientific and based on
philosophical realism; it 1s deductive, demonstrative and quantitative.
Narrative explanation in contrast is inductive, hermeneutical and
qualitative; reasons for actions are the products of interpretations of
experiences; narrative explanation is constructive rather than objective
(Rennie and Toukmanian 1992). I propose in this section to discuss

- both approaches in turn as they apply to the study of psychotherapeutic
intervention.

Starting with the first of these two fundamental approaches, Barkham
(1996) has reviewed the development and findings of paradigmatic (or
quantitative) research on psychotherapeutic interventions. He begins by
pointing out that a quantitative approach must involve measurement
and statistical analysis but that this does not rule out a range of designs
including single-case designs. He also prefaces his comments with a
general caveat; that all such research in psychotherapeutic interventions
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1s bound to be flawed. The compromise that results from attempting to
balance the requirements of internal, external, construct and statistical
validity will always result in a less than ideal design in this field.

Orlinsky and Russell (1994) have suggested that there have been four
phases in this research. The first was characterized by the need to show
the legitimacy of scientific studies of therapy, the second by a search for
greater rigour, the third by expansion and consolidation, and the fourth,
current phase, by dissatisfaction with traditional research methodologies
and greater openness to new approaches, such as qualitative methods.
Barkham identifies and discusses three generations of relevant research
that roughly correspond with the first three phases suggested by
Orlinsky and Russell. The first generation lasted from the 1950s to the
1970s and had two main themes that have persisted up to the present:
process and outcome. The first of these was associated with the work
of Rogers and the study of the workings of the therapy process itself. In
particular, researchers looked at the facilatative or core conditions
postulated by Rogers and asked whether they could be measured and
taught. A number of observational scales were proposed for the

measurement of the required skills and attitudes, for example by Truax
(1961).

The second theme in the first generation of research is more directly
relevant to this present study. It was initiated by the publication of
Eysenck's (1952) cnitique of the effectiveness of therapy, in which he
claimed that the success rate of non-behavioural psychotherapy with
neurotic clients was no greater than that resulting from spontaneous
remission. This generated a large number of studies that attempted to
reanalyse Eysenck's data or to find and analyse new data on the
effectiveness of therapy, and, as Barkham points out, this required an
increased awareness of methodological issues such as the nature, role
-and shortcomings of various types of control conditions, the effect of
sample sizes on statistical significance (leading to the introduction of
the concept of effect size), and the development of the technique of
meta-analysis as a method of examining and combining both the
direction and size of the effects found across a large number of studies.
(However 1t must be pointed out that Eysenck himself has mounted a
critique of the science of meta-analysis. His main criticism is to do with
the problem of clinical heterogeneity in meta-analyses, i.e. the
combining of results from studies done on different populations in
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different places at different times and for different reasons; see Eysenck
1995.)

The first result of all this was a re-examination of Eysenck's claims of
1952, and the suggestion by Bergin and Lambert (1978) that his rate of
spontaneous remission was too high because of his methods of
definition and analysis of the data. A year later, however, Rachman and
Wilson disagreed, although with qualifications: "Our review of the
evidence that has accumulated during the past 25 years does not put us
in a position to revise Eysenck's original estimate, but there is a strong
case for refining his estimate for each of a group of different neurotic
disorders; the early assumption of uniformity of spontaneous remission
rates among different disorders is increasingly difficult to defend."
(Rachman and Wilson 1979). A large number of controlled outcome
studies were done during this period, and 475 of these were included in
the meta-analysis of Smith and Glass (1977). This found an average
effect size of 0.85 for therapy against no therapy, indicating that the
average treated client was better than 80% of those not treated. Later
meta-analyses have confirmed these findings, and are summarized by
Lambert and Bergin (1994) who conclude “there is now little doubt that
psychological treatments are, overall and in general, beneficial, although
it remains equally true that not everyone benefits to a satisfactory -
degree." Criticisms of the process of meta-analysis have been made,
though; Eysenck's comments about clinical heterogeneity have already
been mentioned, but there is also concern over meta-analyses that
include trials of questionable methodological quality, that
unbeknowingly use duplicate data, and whose results are biased by the
tendency for editors and authors to favour the publication of studies
showing positive outcomes in the literature used as the source for the
analyses. As one commentator puts it. "Meta-analysis has made and
continues to make major contributions.............. however, 1t 1s no
- panacea. If the process of pooling data inadvertently drowns clinically
important evidence from individual studies, then a meta-analysis can do
more harm than good." (Naylor 1997)

Barkham concludes that the research done during what he terms
generation 1 clearly established the effectiveness of psychotherapeutic
interventions. He also points out however, that in a sense we have come
‘full circle in recent years: "with changes in service provisions in the
NHS .............. various stakeholders have begun to require outcome

criteria. The demand to justify the impact of counselling and therapy has
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met with market forces. Hence while Generation 1 research put
increasing weight on internal validity, the question of external validity
has now come to prominence." (1996, 34) This point will be returned to
several times in this study.

The second of Barkham's research generations was from the 1960s to
the 1980s, and he characterizes it as being concerned, in both outcome
and process strands, with specificity. The therapy, the therapist and the
client were now seen as important variables. Comparative outcome
studies were done in which two or more therapies were compared with
each other and sometimes with drug and placebo conditions. Often the
delivery of the therapies was closely monitored to ensure adherence to
protocols, and large sample sizes were used to compensate for
potentially small effect size differences between treatments. These
requirements made more naturalistic studies, perhaps with greater
external validity, difficult to do. The general outcome of the
comparative studies was that different therapies resulted in broadly
similar outcomes: "the equivalence paradox" (Stiles et al.1986). Where
one approach (usually cognitive-behavioural) did seem more effective
the effect size was often small and, as Barkham points out, it was not

clear how that might translate into changes in clinical status or mental
health.

Generation 3, beginning in the late 1970s, took the concerns of clinical
effectiveness and specificity and asked "Is this service and/or
intervention cost-effective, and what are the change processes
involved?" Questions such as the relative effectiveness of long-term
versus short-term therapy in different contexts, and the relationship
between the client's subjective experiences of therapy and objective
outcome measures became important. Stakeholders wanted to purchase

the most cost-effective treatments, and clinicians wanted to provide the
- most chnically effective.

Barkham makes a number of observations about the research done in
these areas. Firstly, with regard to length of intervention, he points out
that many time-limited studies actually use longer interventions than are
commonly found in open-ended counselling contexts, where the
average number of sesstons might be around five. Secondly, elapsed
time must be controlled for by carrying out assessments at similar points
in time, and thirdly, it must be clear that sufficient therapy has taken
place for any effect to measurable. Work done in this area (e. g. Howard
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et al. 1986) seems to indicate a negatively accelerating positive
relationship between number of sessions and client improvement. Thus
it seems that for most clients most improvement comes in the early
sessions, and this is important in cost-benefit analyses of services.
However for some clients much longer interventions are needed,
because of the time taken to establish trust for example, and it then
becomes important to be able to assess the appropriate approach for the
particular client. The significance of any improvement effect is also
relevant here: what is clinically or psychologically significant change?
As Barkham says, the issues involved in studying this vary with the
population: observing or measuring significant change in a ‘normal’
population suffering from life events is different from doing that with a
more severely disturbed population. Much outcome research tests a null

hypothesis that a psychotherapeutic intervention will have no greater
effect than a placebo, but as Roth and Fonagy (1996) point out,

researchers may be able to reject the null hypothesis at quite high levels
of statistical significance without being able to show that there is any
clinically significant change. They suggest a number of strategies for
detecting clinical change, such as the use of a criterion of recovery (e.g.
a BDI score of <9) to enable categorical rather than continuous scoring
of outcomes.

One finding that does seem to be robust is that the quality of the
therapeutic relationship or alliance 1s closely related to significant
change (Orlinsky, Grawe and Parks, 1994). However, methodological
difficulties in studying the therapeutic alliance have contributed to the
development of more qualitative approaches in recent years, and Bergin
and Garfield (1994) predict that "the growing endorsement of narrative,
descriptive and qualitative approaches represents a rather significant
shift in attitudes that is likely to become more and more manifest in the
conduct and reporting of inquiries." This is the fourth phase of research
-development suggested by Orlinsky and Russell and mentioned earlier.

McLeod (1996) defines qualitative research as being to do with "the
collection and analysis of the accounts or stories that people offer
regarding their experience", and emphasizes that it is not the absence of
quantification or statistics that distinguishes it, but the focus on
exploring the meanings of actions or experiences. He links it to a social
constructionist perspective in which social reality is co-constructed, and
the task of research is to construct or deconstruct versions of this social
reality. As Gergen (1992) puts it: "Postmodernism asks the scientist to
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join in the hurly-burly of cultural life - to become an active participant
in the construction of the culture. For, as we have seen, the primary
result of most scholarly inquiry is discourse itself. And, rather than
simply recanting the taken-for-granted presumptions of the culture, the
psychological scholar is in an optimal role to transform this discourse."

In his review of qualitative methods, McLeod lists interviews, open-
ended questionnaires, stimulated recall techniques such as IPR,
projective techniques, documentary sources and inquiry groups, and
discusses data analysis by phenomenological methods, grounded theory
and narrative analysis. The first of these he describes as immersing
oneself in written or spoken accounts of experiences until the essence
or essential meaning becomes clear (see for example Moustakas 1994).
Grounded Theory was developed by Glaser and Strauss (1967) and as a
term has two distinct usages: "Firstly it suggests the notion of
grounding theory in experiences, accounts and distinct
contexts........cueen.. . Secondly, the term is used to describe a method.
This involves specific analytical strategies formulated for handling and
making sense of initially ill-structured qualitative data." (O'Callaghan
- 1996). The researcher uses a sequence of coding strategies to break the
data transcripts into units of meaning which are then labelled to create
concepts. These are then clustered via meaningful associations so that -
gradually more superordinate categories emerge, leading in time to a
coherent core category or underlying dynamic which may serve as the
basis of an emergent theory. The third approach to the analysis of
qualitative data cited by McLeod is narrative analysis. This, 1t 1s
suggested, pays more attention to the meanings conveyed by the
unfolding structure of a narrative, and what it tells us about how
meanings are constructed. He quotes Riessman: "(narrative analysis)
examines the informant's story and analyses how it is put together, the
linguistic and cultural resources that it draws on, and how it persuades a
-listener of authenticity. Analysis in narrative studies opens up the forms
of telling about experience, not simply the content to which language
refers. We ask, why was the story told that way?" (Riessman 1993).
McLeod (1994) has provided a review of the development and status of
the narrative approach to counselling and therapy, which links 1t to the
psychology of story-telling and to the narrative tradition In
psychoanalysis (e.g. Spence 1982). Amongst a number of narrative
approaches perhaps the best known is discourse analysis, described by
Dickerson as "conceptualizing interviewee's accounts not as accurate
reports upon inner mental attitudes or prior behaviour but as constructs
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which build versions of the world and which accomplish certain
functions." (Dickerson 1996).

At present such qualitative methods have been used mainly in process,
rather than outcome, research, for example to increase understanding of
how the client experiences a therapy sesston, or to explore what were
the most and least helpful experiences during a series of counselling
sessions (see for example Rennie 1992). McLeod (1996) cites a couple
of studies that use qualitative methods in the evaluation of therapy
(Howe 1989, Cummings et al.1994) but wonders whether it could ever
be possible to compare effectiveness rates across studies or do meta-
analyses using effect sizes. He suggests that mixed or pluralistic studies

using both quantitative and qualitative methods might be the way

forward, whilst acknowledging the difficulties in integrating the data
from such different sources.

Rennie and Toukmanian (1992) discuss these difficulties with regard to
process research, but the arguments apply to outcome studies too. They
point out that according to some researchers the differing logic of
justification of the two approaches makes them fundamentally
incompatible. The objectivism and quantification of paradigmatic
research justification does not apply to narrative explanation, where the -
credibility of an explanation "is a matter of the extent to which the
hermeneutic researcher can win the consensus of the consumers of the
explanation." That consensus may depend on such factors as the even-
handedness of the researcher and the degree to which the explanation
makes sense to the consumers in the light of their own understanding.
Rennie and Toukmanian identify five dimensions of psychotherapy
process research which they discuss in relation to the two modes of
explanation; the dimensions are the object of the research, the level of

reduction, the vantage point used, the mode of inquiry, and the unit of
-analysts. They conclude that all bar the last dimension are in the main

constituted by contrasts between the two modes: for example the object
of the research may be to understand either change (paradigmatic) or

experience (narrative). Despite this they end by calling for
methodological pluralism and epistemological synthesis, the

incorporation of information from one approach into theorizing based
on the other.

Taking a different position and referring specifically to the growing
popularity of qualitative methods in counselling psychology research,
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Glachan (1996) makes a plea for a pragmatic approach in which the
method adopted in a study is that which is best suited to the question
under investigation. He reviews the advantages qualitative approaches
offer for many questions in counselling psychology, but also puts a
number of arguments for continuing to use quantitative methods where
appropriate: that some research questions, such as evaluations of
therapeutic services, are not concerned primarily with meaning; that
most qualitative work depends on narrative, which may not be available
with some client groups such as the very young; that quantitative
methods can anyway be used to elucidate 'below the surface
phenomena, such as children's theories of mind; that the simplistic
empirical philosophy of earlier quantitative work has been superseded
by multivariate methods of analysis which allow the study of complex
patterns of relationships; and finally that many questions and
disagreements remain about qualitative methods, even amongst their
proponents. These refer particularly to the issues of reliability and
validity as applied to qualitative data.

Finally, and as a way of bringing together a number of these strands, the
work of David Shapiro and colleagues at Sheffield and now Leeds
should be mentioned. In their study of psychotherapy and depression,
for example, they have narrowed the gaps between process and -
outcome research, and between quantitative and qualitative approaches.
The Process-Impact-Outcome research strategy used (Shapiro 1997)
involves randomised allocation but for ethical reasons only to a range of
active treatments, and multi-level measurements of within-session
processes, sesston impact, 'mini'-outcomes, and overall outcomes. In
this way they have been able not only to compare the outcomes from
different therapies but also to investigate the processes involved in
those outcomes, focusing particularly on the mutual responsiveness of
client and therapist and demonstrating how they can be measured.
-Whilst a large funded study like Shapiro's can tackle methodological
difficulties that a smaller evaluative project cannot, it is nevertheless a
good example of where evolving research techniques are leading.

From this methodological review I would like to highlight three points
that have particular relevance to this present study. These are the need
for research into psychotherapeutic interventions to have external as
well as internal validity, to be specific in focus, and to able to indicate
effectiveness quantitatively for stakeholders. From these questions of
methodology it is to the evaluation of interventions that I now turn.
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The Evaluation of Psychotherapeutic Interventions

In their paper on evaluating practice, Barkham and Barker (1996)
discuss some of the issues involved. They distinguish between service
audit (the examination of aspects of service delivery), quality assurance
(procedures to maintain standards), and evaluation, which is concerned
with 'whether or not programs or policies are achieving their goals and
purposes.' Clearly however audit and evaluation need to be part of
quality assurance structures. They then quote six stages of evaluation

planning proposed by Rossi and Freeman (1989):

1 formulating the service aim and objectives;

2 specifying the impact model, or strategy for meeting the
objectives;

3 specifying the target population;

4 estimating the extent of the target problem;

5 assessing the need for the service;

6 specifying the design of the delivery system. |

Having worked through these preliminary stages, the question of how
to measure outcomes can be addressed. Barkham and Barker suggest
seven criteria for outcome measures. These should be easy to use,
relatively short, clinically sensitive, psychometrically sound, supported -
by normative data, atheoretical, and cheap! They also suggest using
more than one measure, to increase reliability and as an aid to assessing
change. The question of atheoreticity is not straightfoward: Roth and
Fonagy (1996) illustrate this by suggesting that the Beck Depression
Inventory, which assesses severity through mostly cognitive
representations of depression, may indicate better outcomes for trials of
cognitive therapy, whilst the Hamilton Rating Scale for Depression,
which focuses on biological symptoms, may favour trials of medication.
The use of a control group they consider to be not essential for
-evaluative studies, but assessment at several points in time is. They
recommend pre-treatment, mid-treatment, post-treatment and follow-up
after three months if possible (here again Roth and Fonagy discuss
some of the complexities. They say that the length of follow-up should
be governed by the natural history of a disorder; that a three month
follow-up for a disorder known to show greatest relapse over a period
of a year 1s clearly inadequate. However they also acknowledge that as
the follow-up period increases so does the difficulty in interpreting the
data, since the relative impact of treatment as against life events
decreases with time). In the Barkham and Barker paper the emphasis is
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on the practicalities of evaluating a service for its stakeholders through

outcome measurements, and the authors avoid areas of methodological
contention like this.

McLeod, however, in his paper 'Evaluating the effectiveness of
counselling: what we don't know' (1995), does tackle some contentious
1ssues. His argument is that it is important to look at the professional
and service contexts of the outcome studies of psychotherapeutic
interventions that have been done, and that we should not be too quick
to generalise from their findings across other contexts. He points out
that during 1993/4, out of 254 papers published in the three leading
counselling journals in the UK and USA, only 17 were outcome studies.
Why so few? McLeod suggests the reason may lie in a mistaken belief
that sufficient outcome research has been done. This he says is mistaken
because almost all the outcome studies in the literature (and Roth and
Fonagy in their review of outcome (1995) have over 1200 references,
many to other composite reviews of outcome studies) have been of the
work of psychotherapists or clinical psychologists working in clinics,
rather than of counsellors working in a more 'front-line' context where
clients are less likely to be carefully assessed before acceptance, and
more likely to be in immediate crisis. Even where the context is the
same, for example in primary care, we should not assume that a clinical -
psychologist, a psychotherapist, and a counsellor would offer the same
interventions, even if they are all termed ‘counselling' in the research
literature. What McLeod does in this paper is to raise the issue of
specificity again, and this will be a central theme in the next section,
which reviews the literature on the effectiveness of psychotherapeutic
interventions in primary care.

Fonagy (1995) has estimated that around 50 new outcome studies
emerge a month, and asks why this is such a difficult field in which to
-obtain definitive results. I think that the. foregoing review of
methodological issues indicates some of the difficulties, and Fonagy
himself discusses these and some others. For example he points out that
the past 40 years have seen some highly creative and rapid growth in
psychotherapy, such that it has been estimated that 400 forms of
therapy now are on offer. How can they all be evaluated? If we focus
on a few of the more easily measurable, are we stifling creativity? Then
there is the question of therapeutic integration (Garfield and Bergin
estimate 30 to 68% of practitioners to be 'integrationists’). Fonagy asks
how we can demonstrate treatment mode by client group specific
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relationships if treatments are non-specific in important ways, or indeed
if practitioners are more integrated than they may believe (or act when
in a clinical trial). Other difficulties listed by Fonagy and discussed here
include the practical and ethical problems of randomised ¢ontrol trials,
the limitations of quantitative outcome measures in terms of subjective
experience, and, as mentioned previously, the need for prolonged
follow-ups but the problem of long intervening periods during which all
sorts of extraneous variables can have an effect. It 1s against this

background that we move on to look at therapy in the primary care
environment.

Psychotherapeutic Intervention in Primary Care

In this section my intention 1s to discuss the literature on
psychotherapeutic interventions in primary care in the light of the
methodological and other issues raised in the preceding two sections. I
shall begin by looking at the need for and place of such interventions in
primary care, then I shall review some papers on the need to evaluate
this work, before becoming more specific by discussing the literature on
the roles and effectiveness of clinical psychologists, counsellors, general
practitioners, psychotherapists and nurses in providing these services.
Finally I will discuss the place of counselling psychology in primary care -
as a prelude to presenting my own research.

Since the early 1980s an increasing number of mental health care
professionals have spent part of their time in primary care. Thomas and
Corney (1993a) showed that in 1991 48% of general practices surveyed
had a link with a community psychiatric nurse, 21% with a social
worker, 17% with a counsellor, 16% with a psychiatrist, and 15% with
a psychologist, and Sibbald (1993) in a larger survey found that 31% of
practices had a significant input from a mental health care worker.
- Corney (1996a) has recently repeated this exercise to see the effect of
fundholding on these services. She reported a substantial increase in
mental health care workers employed by or attached to practices since
1991, with a particularly marked increase in fundholding practices, and
in general the closer the links the more satisfied the general
practitioners were with the services provided. Improved patient
accessibility, greater family involvement, more preventive work and
greater educative/consultative scope were among the advantages cited
by the practices. The general practitioners valued the ease of the referral
process and the potential for informal contact and discussion about their
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patients. The patients felt comfortable attending sessions at a familiar
local venue, avoiding the potential stigma of attending a mental health
unit or hospital. Corney does, however, raise the problem of equity,
asking about access to services for patients from practices without such
links, and also about staffing problems in other less attractive areas of
work within mental health such as long-term mental illness.

Another to comment on mental health care in general practice is
Dowrick (1992), who begins by pointing out that it has been estimated
that up to 40% of patients attending their general practitioner may have
a psychiatric disorder (other authors give rather lower although still
significant estimates e.g. King 1994 suggests that about 14% of
consultations are openly for psychological reasons with another 7 to
10% not recognized as such), and that at any given time 30% of the
population are experiencing anxiety or depression. Whilst
acknowledging the importance of increasing GPs' detection rates of
these problems in their patients, and the place of drugs in their
management, Dowrick also focuses on the role of counselling in
improving mental health in primary care. He discusses the part that a
number of different mental health workers can play in this, and different
models for the link between mental health worker and general practice.
Like many others he calls for continuing evaluation of the effectiveness -
of primary care counselling.

With regard only to depression, Sheldon et al.(1993) have reviewed the
effectiveness of available treatments in primary care. They found
"persuasive evidence that tricyclic antidepressant therapy in recognised
therapeutic doses produces a considerable improvement compared to
placebo................ but relapse is a serious problem unless treatment
continues for periods of up to six months after initial symptom
resolution." Non-drug treatments such as cognitive therapy and
-counselling were also found to be effective and popular with patients
but the authors again call for further evaluation. The Edinburgh primary
care depression study, which compared medication, cognitive behaviour
therapy and counselling, found marked improvements in all groups and
only small differences (Scott et al. 1994). Perhaps the biggest study to
date in this area, the NIMH Treatment of Depression Collaborative
Research Programme (Elkin 1995), compared the effectiveness of
Cognitive Behaviour Therapy, Interpersonal Therapy, imipramine and a
placebo condition, using standardized entry criteria and 16 week
treatment protocols across three research sites and following up to 18
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months post-termination. Using quite stringent recovery criteria, the
study found recovery rates of 30% for CBT, 26% for IPT, 19% for
imipramine, and 20% for the placebo (which involved 'normal clinical
management'). The low rates indicate limitations in the effectiveness of
these short-term interventions as Sheldon suggests, although Elkin
points out that many of the patients did improve although not
sufficiently for lasting recovery without remission. Finer analysis of the
data suggested that for patients with functional impairment as well as
depressive symptoms, medication was most effective. For severe
depression without functional impairment, IPT did best. CBT showed
the greatest variability across therapists and across patients of all four
conditions, suggesting the importance of the therapist-patient
interaction, This study and a number of others on primary care
treatments for depression are reviewed by Roth and Fonagy (1996). It
1S interesting to note here that Allen Bergin has recently criticised the
NIMH study for using a strict randomised controlled trial (RCT) design
that cost many millions of dollars to set up and yet gave results of very
limited external validity. Bergin considers this to be an example of the
application of the principles of scientific modernism that is
inappropriate for its subject matter (Bergin 1997).

The relationship between the provision of counselling in primary care -
and the prescribing of antidepressants, hypnotics and anxiolytics has
been investigated by Fletcher et al.(1995), who found that the provision
of counselling was not associated with a lower quantity or cost of
prescribing psychotropic drugs. The authors suggest that practices with
high counselling and drug usage may have higher existing psychological
morbidity, or that they may have greater awareness of psychological
distress and use drugs as an adjunct to counselling, or the presence of
counselling may itself have uncovered psychological needs in patients
and so increased prescribing rates. They conclude that the relationship
-between provision of counselling services and psychotropic preseribing
rates 1s @ complex one, with no evidence as yet that counselling will
help to reduce volume or cost of prescribing. Other studies have
demonstrated a reduction in prescribing during psychological treatment
but not at follow-up (e.g. Robson et al.1984), and seem to imply a
difference in prescribing behaviour between trial conditions and normal
clinical work, but there is evidence from others of sustained reductions.
A number of studies have also shown a reduction in repeat
consultations with the GP (e.g. Waydenfeld and Waydenfeld 1980).
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What we see from these and other articles is an increasing presence of
mental health workers in primary care with a corresponding increase in
the amount of psychotherapeutic interventions on offer, especially since
the inception of fundholding (that is the devolution of budgets to
general practitioners themselves with which to buy in services). There
has been an increase in general practitioner's awareness of psychological
methods of treatment, but there is no clear evidence that psychotropic
drug prescribing has decreased, and there are continuing calls for more-

evidence on the effectiveness of psychological methods in general
practice.

One researcher with a particular interest in this area 1s Corney, who has
considered the evidence in her 1992 paper. She refers to four reasons
for more evaluative studies: firstly, it is known that some patients are
helped more than others - who and why? Secondly, it may be that some
patients are harmed by therapy - again, can they be identified? Thirdly,
which are the therapies that benefit which patients, and finally, what
levels of skills are necessary for benefit to occur? Subjective accounts
quoted by Corney suggest that there is much consumer and GP
satisfaction, but it is harder to get a clear picture from clinical trials,
with the problems of defining the client group, assessing improvements,
following-up, assessing treatment and therapist quality, and the -
therapeutic relationship. Nevertheless Coney concludes that the studies
that have been done, of both counsellors and other mental health
professionals, give tentative support to the value of counselling In
general practice. The effect sizes, however, are small. eleven studies
comparing psychotherapeutic interventions with GP care gave an
overall effect size for counselling of .23.

McLeod (1995) has commented on these findings, pointing out the
wide range of therapeutic approaches involved in the studies quoted,
-the restricted nature of outcome measures used, the high attrition rates
in some of the studies, and the lack of definition or control of ‘routine
GP care'. As he says, it is possible that GPs participating in such studies
may have greater awareness of distress and greater psychological skills
than is the norm. These and other problems mean that the effectiveness
of the interventions may be greater than is indicated, but they also
highlight the difficulties of balancing internal and external validity in
primary care outcome studies. McLeod, in calling for mixed narrative
and paradigmatic studies including n=1 designs, refers to the generalist

nature of psychological work in primary care, the flexibility needed to
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cope with a very varied caseload, and the way the primary care patient
makes their own choice over treatment by simply not turning up. This
all makes the traditional control or comparison-group design highly
problematic, and attempts to increase the specificity of a study, as
recommended by many commentators, may simply result in findings
that have little or no external validity in this context.

An example of this can be seen in a paper by Trepka and Gnffiths
(1987), who, reviewing the evidence for the effectiveness of clinical
psychologists in primary care, bemoan the way in which previous
studies had samples consisting of all patients referred, rather than of
treatment cases, i.e. patients who had been screened for suitability and
who completed treatment. They state that the more stringent the
screening, the greater the resultant treatment effect 1s likely to be. Now
this is clearly likely to be the case, but it is questionable how much such
a study would tell us about the hurly-burly of everyday psychological
care in general practice. Trepka and Griffiths also cnticize the use of
global outcome ratings, suggesting instead that the outcome of specific
interventions with specific sub-groups of patients 1s measured using
scales appropriate to those sub-groups.  This would involve
considerable practical difficulties, one of which would be obtaining
sufficiently large sub-groups, and is probably out of the question for -
small-scale evaluations.

Other researchers have called for ever more rigorous traditional
designs. King (1994) and King et al, (1994) criticise many existing
studies for lacking random allocation, restricting entry, having small
numbers, not clearly defining the therapies involved, and using
inadequate outcome measures. King et al.describe a pilot study in which
all patients referred were included, and were randomly assigned by their
GP to counselling or GP care unless they themselves had a preference.
-This process proved very difficult, the GPs feeling uncomfortable 1n the
role of allocation although they could see the value of randomization.
The counsellors that took part had varied skills and experience and
differing types of contracts with the practices. The authors suggest that
a group of similarly qualified counsellors should be funded and attached
to practices purely for the purpose of a controlled trial. The patients 1n
the pilot were more seriously disturbed than expected by the
researchers, and the authors suggest stratifying the randomization on
the basis of severity of distress. Because of this degree of severity they
also suggest a longer follow-up period is needed, a minimum of six
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months being recommended. They conclude that controlled trials along
these lines are both feasible, if difficult, and the only way to provide
unbiased evaluations of counselling in primary care.

King has returned to some of these points in a discussion paper for
general practitioners (1997). In this he discusses the balance of internal
and external validity, and focusses on four areas: the choice of
outcomes to be measured, how and when to measure them, statistical
versus clinical significance, and the relevance of improvement to the
patient's life. He begins, however, by acknowledging again the
difficulties of doing controlled trials in primary care settings where
"daily routine s hectic, there is little extra room for therapists, ....... and
no incentive for staff to become involved." Nevertheless, controlled and
'pragmatic’ trials are what is needed: "pragmatic trials are those in which
we evaluate the treatments we offer in clinical practice. Patients
entering the trial are those who would do so under normal conditions."
As far as the choice of outcomes and their measurement, King asks us
to chose those that are not too specialized, that have some validity and
reliability, and that are relevant to the primary care patient. Subjective
measures such as patient satisfaction are not helpful when used as the
sole measure of outcome. Drop-out rates are another outcome measure,
but do they show treatment efficacy, poor delivery or unacceptable -
treatments? King cites drop-out rates varying from 8% in highly
controlled research centre studies to between 30 and 60% for therapy
offered in mental health centres, although he gives no indication of how
attrition was defined and measured in these studies, or whether they
were comparable in this respect. As far as the question of clinical versus
statistical significance is concerned, King points out that a statistically
significant change may still leave a patient more anxious or depressed
than normal, and so may not always be clinically significant for
individuals. Effect size (the difference between the treated and control
- groups divided by their pooled standard deviation) i1s the most useful
measure of change, states King.

In their recent review of psychotherapy research, Roth and Fonagy
(1996) devote a chapter to primary care interventions. They begin the
chapter by trying to clarify terminology: many primary care studies refer
to 'counselling' without being clear about who does it or what it is.
They say that "“this blurring of professional background and
psychological technique makes it difficult to be clear about the
relationship between treatment and outcome in these studies." They
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posit three ways of defining counselling; firstly by the setting in which
the psychotherapeutic activity takes place i.e. in primary care, secondly
by the lack of specialist training of the practitioners, and thirdly by the
absence of a need for specific theoretical models in its practice.
Unfortunately in their subsequent review they fail to specify which
definition they are employing at any one time, but as all three definitions
are full of holes perhaps this is not important. They do however review
a large number of studies, and conclude that many are methodologically
flawed, that there is little evidence for the value of generic counselling
beyond what general practitioners themselves might provide, and that
there 1s urgent need for studies of the effectiveness of specific
approaches with specific client groups in the primary care setting.

In terms of methodology what emerges from the preceding discussion is
a sense of a field of study riven by internal disagreement. We see calls
for more ngorous, random control, quasi-experimental evaluative
studies, as the prevalence of psychotherapeutic services increases within
primary care and as the need for careful and prudent allocation of
financial resources grows. At the same time we see an increasing debate
about the most appropriate methods for studying psychotherapeutic
activities, with a growing interest in non-quantitative approaches,
which, 1t 1s claimed, capture much that is missed by more traditional -
methodologies. What further complicates the picture is the way in
which the methodological debate is intersected by professional
differences, for, as alluded to briefly early on, psychotherapeutic
interventions in primary care are provided by a number of professions,
each with their own traditions and ways of working. Some, such as
climical psychology and psychiatry, coming from more empirical,
positivistic traditions, tend to favour quantitative approaches; others,
such as counselling psychology, psychotherapy and counselling, come
from and favour more humanistic or constructionist positions. Up to
-now I have ignored professional differences in the main, apart from
earlier referring to McLeod's 1995 paper, where he suggests that these
differences are of considerable significance when considering the

effectiveness of psychotherapeutic activities. I shall now turn to some
papers in which these differences do play an explicit part.

Clinical psychology has, over the past decade or so, been questioning
its own identity and role within the NHS, and this debate in the last few
years has become increasingly focused around primary care services. As
Blakey (1996) puts it: "The development of the purchaser/provider split
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in the NHS and the emergence of GPs as fundholders who make
purchasing decisions about mental health services............ have led to a
change of emphasis for many clinical psychologists. As well as the need
to demonstrate the effectiveness of what we do, we also need to show
that it is economical. It is not easy to do both at the same time, and so
there is a danger that polarization will occur between proponents of
short therapy and others who feel that such approaches should be
discouraged." Blakey goes on in this paper on the most effective ways
of working in primary care to say that increasing use of time-limited
therapy by clinical psychologists under pressure to provide ‘economical
services will be harmful to the profession, because "prospective
purchasers may confuse the role of clinical psychology with less costly,
and less effective, alternatives." He explains what he means by refering
to the way in which many papers on the effectiveness of
psychotherapeutic interventions in primary care fail to distinguish
clinical psychologists from other workers. For example he criticizes
Sibbald et al.(1993) as refering to clinical psychologists, CPNs and
practice counsellors, as ‘'counsellors', and for failing to distinguish
between 'counselling' and 'psychological intervention'. King et al.(1994)
1s criticized for "actually using the terms 'brief psychotherapy' and
'counselling' interchangeably”, as if this were a crime the gravity of
which 1s obvious to all. What Blakey demonstrates here 1s a blindness to -
the unsubstantiated claims that all too easily hold sway within
professional groups, but which are glaringly obvious to outsiders. In
what sense 1s counselling not a psychological intervention? Is there not
a considerable literature on the difficulties of differentiating between
counselling and brief psychotherapy, or indeed any psychotherapy? Why
assume counselling to be brief or time-limited? Why the unquestioned
assumption that alternatives to clinical psychology will be less effective,
as well as less costly? It 1s assumptions such as these that increase the
difficulties of throwing some light on what really happens when
- psychotherapeutic interventions are used in primary care.

However I do not wish to give the impression that there are not real
areas of difference between professional groups. House (1996) has
explored one of these; the ideological differences and tension between
the orthodox medical model of mental ill-health and the theory and
practice of humanistic counselling. The cognitive-behavioural
interventions of much of clinical psychology are seen as rooted in "a
medical system which is typically ‘'bits-of-person-centred' and
increasingly mechanistic and technocratic in its approach." House
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suggests that the two approaches have only been able to co-exist
alongside each other in primary care up to now because of collustve
denial by both GPs (because "a full acceptance of counselling as a valid
means of health care would fundamentally question not only some of
the central assumptions of the medicalisation of ill-health but also the
value system underlying their exhaustive training") and counsellors, and
that if further progress and development is going to take place this
denial must be addressed. Although from my experience House
overstates the uncomfortableness of GPs with a humanistic model, of
direct relevence to this study is House's question as to "whether or not
a humanistic approach is commensurable with the increasingly strident
demands for audit and efficiency ......... currently sweeping the NHS."

Another constructive contribution is made by Howells and Law (1996),
who report on the implementation of a particular service strategy in the
primary care setting. This strategy was designed to reduce waiting lists
by maximizing the effectiveness of the input of a 0.5 wte clinical
psychologtst and a full-time counsellor, through offering a mix of self-
help literature, individual appointments for person-centred counselling
or cognittve therapy, group sessions and a self-help support group.
Effectiveness was measured using the GHQ 28 and the BDI. Before
treatment the mean GHQ score was 15 with 90% of referrals reaching:
clinical caseness; the mean BDI score was 24 with 90% caseness and
30% rated severe. After treatment the mean GHQ score was 4 and
mean BDI score was 12. No indication 1s given of the elapsed time
between testing, except for a comment that many clients remained ‘on
the books' for 18 months before discharging themselves; neither was
there a GP care only control condition. The authors conclude that the
intervention strategy was of benefit, and that this was irrespective of
severity or chronicity of cases referred.

- A good example of a study of process and outcome in primary care
counselling that takes account of many of the issues mentioned here is
that of Booth et al. (1997). This commissioned research followed
McLeod's (1995) suggestion that a broad range of measures be used,
and also attempted to give due emphasis to the clients' expectations and
perceptions of the counselling. As the authors put it "There is a need
for more detailed exploratory research assessing presenting difficulties
from clients' perspectives as well as clients' expectations of counselling.
It 1s important to avoid making assumptions about clients' presenting
problems while attempting to fit them into pre-existing diagnostic
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categories. In order to develop assessments which are appropriate to
the individual and the primary care context, it is imperative to discover
what clients want to achieve through counselling." As well as looking at
clients' ratings of goal attainment, problem resolution, and quality of
life, the researchers also monitored changes in psychotropic drug
prescribing and GP consultations. The results showed a significant
decrease in GP consultations once counselling commenced that
continued to follow-up at 3 months, no change in drug prescribing
levels, and a high degree of satisfaction with goal attainment, problem
resolution and improvement in quality of life.

The question of the degree of severity of cases seen in primary care as
compared to secondary provision and the appropriateness of the
services offered has been the subject of a number of studies by clinical
psychologists. Burton, Sadgrove and Selwyn (1995) compared the
work of a counsellor at two surgeries over a four year period with that
of the district clinical psychology service for the same area. The
counsellor was Relate-trained and had also done a one year brief
psychodynamic therapy training, and worked eclecticly, using brief
psychodynamic therapy, cognitive-behavioural treatment for anxiety
and depression, and some couple work. The psychology department
provided cognitive-behavioural and psychodynamic therapy, couples -
work, and long-term psychodynamic group therapy, and supervised the
counsellor, The clincal effectiveness of both services was monitored and
proved to be similar, although different measures were used; the
counsellor used a self-rating of change that showed an overall
improvement in 81% of clients at end of contact, the psychologists
judged 86% of patients to be improved at discharge, and this was
supported by changes in SCL-90R and IIP scores. When the caseloads
were compared, it was apparent that the counsellor saw significantly
more older patients, but this was because secondary referrals of older
clients went to the elderly service. The counsellor saw significantly
more patients with anxiety, depression, marital and child problems, and
health-related issues than the psychologists, who in turn saw more
patients with personality and relationship disorders. As the counsellor's
skills and experience increased toward the latter part of the study period
these differences became less marked. There was also evidence that
patients who had seven or more counselling sessions did significantly
better than those who had six or less, and this was even more marked
for the psychology sample. The authors conclude that, firstly,
counsellors and clinical psychologists do see different patient
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populations, with more entrenched or difficult cases being seen by the
psychologists, but that as counsellors' training and experience increases
the distinction lessens, and secondly, that five or six sessions of therapy
will result in little lasting change for many patients and that clinical
psychologists will continue to be required to offer longer-term
treatment for more disturbed patients, to supervise the counsellors, and
to assist GPs in developing appropriate referral guidelines and
evaluation protocols. Now although this and other similar studies
provide us with some interesting data on the work of practice
counsellors and clinical psychology departments, there is a certain
degree of circularity about their findings. If a counselling service 1s set
up in conjunction with and supervised by a clinical psychology
department, and referrals are made to the two services according to
guidelines determined in advance by the psychologists and the GPs, it is
not surprising that their respective caseloads should fit the profiles on
which the guidelines were based, and support the arguments used in
establishing those profiles.

Another related question that clinical psychologists have looked at
concerns the clinical threshold for referrals to psychotherapeutic
services;, does increasing accessibility by providing services in primary
care settings lower the clinical threshold for referrals? One of the -
concerns of the health commissioning agencies is that such accessibility
may encourage general practitioners to refer 'subclinical cases' or the
'worried well' who would recover from their reletively minor difficulties
without specialist help. The inconvenience of referring to and attending
a specialist hospital service, it 1s suggested, may make the referrer
consider and select more carefully, and may cause less severely
suffering patients to opt out of attending. Tata et al. (1996) have
recently investigated this question by comparing levels of psychological
disturbance in patients seen by clinical psychologists in general practice-
-based services with those of patients seen. at outpatient clinical
psychology clinics. All patients attending their first appointment at a
number of primary care and outpatient psychology services during a
two month period were invited to complete a battery of questionnaires
before the session commenced. Between 10 and 30% of referred
patients did not attend for their first appointment and 12% of those who
did declined to participate in the study, there being little difference
between the two settings in these figures. The results from the
questionnaires showed "a striking absence of differences between the
patients seen by psychologists across primary care locations and
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specialist units ................. providing a more accessible and user-friendly
primary care psychology service does not appear to lower the clinical
threshold for referrals." The mean GHQ score was 21.7 for the primary
care sample and 21.8 for the outpatient sample, and the HADS anxiety
and depression means were 12.6 and 8.28 for primary care and 12.4 and
8.99 for outpatients. As for 'caseness', 67% of patients scored above the
threshold for a formal anxiety disorder on the HADS, with 13%
borderline. 33% merited a formal diagnosis for depression on the
HADS, with 12% borderline. No significant difference was seen
between the two groups in these figures. The authors conclude that "the
concept of primary care led commissioning of mental health services is
based on the idea that general practitioners are able to make sensible
decisions about the services their patients require, regardless of
location. This study provides no reason to question this idea."

Another profession associated with psychotherapeutic interventions in
primary care is psychotherapy, and here the influence of Michael Balint
can be seen, with his emphasis on the training of GPs in basic
psychotherapeutic skills. Gask and McGrath (1989) have reviewed the
developments in primary care mental health provision from this
perspective. They begin by commenting on the growing awareness
within the NHS of the potential value of the psychotherapist working in -
general practice, and state that they are using the term psychotherapist
in a broad sense to describe "professionals from any discipline who
employ psychological and psychodynamic treatments for a range of
social and psychological problems." They then present two models of
working, the 'consultation' model in which the treatment is provided by
the psychotherapist, and the 'liaison’' or skill-sharing model, where the
aim 1s keep the majority of treatment with the primary care team. Most
psychiatrists and psychologists in primary care work according to the
consultation model, but Balint (1964) suggested that GPs themselves
-should aim to recognize more instances of psychological distress and
provide a basic level of psychotherapy for their patients, supported by
psychotherapy professionals as in the 'Balint groups' (case discussion
groups). Although Balint has been criticised for 'over-psychologising'
patients' problems and for his dismissal of non-psychoanalytic
psychological approaches, Gask and McGrath see him as pioneering the
view of the GP consultation as an interactive process, and of the
potential liaison role of the psychotherapist with the GP. Following
Balint a number of schemes were set up in which psychotherapists
became part-time members of primary care teams in a liaison capacity.
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One of the elements in the liaison approach concerns the GPs' abilities
to recognize psychological distress. A recent study showed a 'missed
prevalence' of around 15% for psychiatric disorder in primary care
(O'Ryan 1996), and there 1s much evidence of wide differences between
GPs in their abilities to identify psychological problems (e.g. see
Davenport et al.1987). Gask and McGrath suggest that possession by
the GP of psychotherapy skills will improve both detection and
treatment of problems, and so the training of GPs in these skills 1s an
important issue. Most GPs do not want formal intensive training or a
Balint group experience but a broader-based approach teaching basic
skills 1in psychological assessment and management, which Gask and
McGrath see as a valid and important application of psychotherapeutic
principles to primary care. They conclude "More effective strategies
involve broadening the definition of psychotherapy, and recognising
that every doctor-patient interaction requires skills that are
psychotherapeutic. Skill-sharing approaches hold the best chance of
effective management reaching the appropriate patients. Primary care
workers need to be taught such basic skills, and a range of options
needs to be available so that teaching can be geared to individual
needs."

The use of the term 'primary care workers' by Gask and McGrath
indicates the way in which it is not just the GP who is seen as providing
psychological care for patients, and so the skill-sharing of the liatson
psychotherapeutic professional needs to involve other members of the
practice team. Greenfield et al.(1987) and Wilkinson et al.(1993) have
shown the important role that the practice nurse has in the management
of patients with psychosocial problems, and Wilkinson et al.in their
pilot study have suggested that the practice nurse, after a brief special
training, may have a significant role in the diagnosis and treatment of
- patients with depression. However a recent and more extensive study
(Mann 1998) has found contradictory evidence: acknowledging that

psychologists and counsellors in primary care can only see a minority of
depressed patients, this study used a random control design to compare
changes in BDI scores over four months of patients treated by their GP

(mostly with antidepressants) with patients treated both by their GP and
the practice nurse. The nurses used a treatment protocol involving

information-giving, advice and support, for which they received a short
training. Both groups of patients showed marked improvement at four
months follow-up, but there was no added benefit for the nurse
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intervention group. However the authors do suggest that the brief
training did produce a shift in attitudes and management in the nurses
that was beneficial for patients.

Thomas and Corney (1993b) in their survey of practice nurses in two
health districts found that 89% of respondents dealt with psychological
problems, and 76% did that by spending time listening and talking with
the patient; some had done counselling training and had time allocated
for that. Most, however, felt inadequately trained to deal with
psychological problems;, 91% wanted more training in this area, and
short courses on stress management, counselling skills, and
identification skills were seen as most useful. The authors state that all
primary care workers including GPs, health visitors, district nurses,
practice nurses and receptionists should be trained to recognise and deal
appropriately with people in distress, as part of a "progressive
movement which sees these mental health skills not as a province solely
for the specialist, but as an essential part of the repertoire of all health
professionals."

I have reviewed the input into primary mental health care of clinical
psychology, counselling, psychotherapy, and the primary care team
itself, but I have not yet considered the distinctive contribution of -
counselling psychology in this area, which is the focus of this study.
Comney (1996b) suggests that while the clinical psychologist 1s a
specialist in mental illness, the great majority of patients seen in primary
care are showing a 'normal’ distress reaction to life events, and while the
clinical psychologist may use counselling skills in their work with such
clients, 1t is the counselling psychologist who has a training specifically
focussed on the development of these skills. At the same time the
counselling psychologist will have a wider theoretical and practical
knowledge base than most counsellors, involving expertise in a range of
- therapeutic interventions, consultancy and teaching skills, and research
knowledge. This is one way to approach the question of how
counselling psychology differs, if at all, from the other approaches or

groupings (and it begs a number of questions about mental normality
and abnormality).

Another way was taken by Duffy (1990), who suggested that it is what
counselling psychologists are that is significant, not what they do.
Through their training and personal therapy, counselling psychologists

come to be concerned with the fulfilment of potential, rather than
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thinking in terms of the curing of sickness, and this concern influences
and informs their practice. Thus, as Woolfe (1996) puts it, instead of
thinking of crises and problems as evidence of pathology, the
counselling psychologist will see them in a developmental sense, as
normative experiences posing a challenge of developmental adaptation.
This does raise some questions about the traditional ‘scientist-
practitioner' stance of the psychologist that are relevant to how and why
research 1s carried out. A number of writers (e.g. Strawbridge 1997)
have therefore looked to the 'reflective practitioner' model (Schon
1987) instead. Strawbridge points out that "In the interest of increasing
academic credibility, we persue forms of theoretical sophistication
which never quite meet our needs as practitioners........... the acquisition
of more formal 'scientific' knowledge can impede the development of
practice relevant knowledge." Schon talks of the ‘'indeterminate zones
of practice’ as swampy lowlands characterized by uncertainty,
uniqueness and value conflict. It seems to me that for the reflective
counselling psychologist undertaking research, then, it becomes
imperative to explicitly encompass those swampy lowlands, either by
adopting qualitative methods or, as I have attempted to do here, by
using a quantitative approach that acknowledges the difficulties,
complexities and lack of neatness of everyday practice.
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Method
The practice and the psychology service

The practice is situated in a traditional industrial village near to the edge
of an urban area in southern Wales and serves a predominantly working
class population, but with some middle class and professional housing
and some farming families. The traditional industries of the area, iron
and coal, have all but disappeared and there i1s a high level of
unemployment and few opportunities for work. Much of the housing
stock is cramped and in poor repair. The population 1s almost entirely
Welsh and there is little geographical movement of families. Rates of
psychological distress are high but so 1s distrust or ignorance of the
'talking therapies’. On the other hand, as will be discussed later, the
culture is perhaps more accepting of the open expression and
acknowledgement of emotion and emotional distress than 1s the norm 1n
England. The practice itself has six partners and usually two trainees.
Early fundholders, they have a progressive reputation and offer
physiotherapy and acupuncture on-site as well as the psychology
service. One of the general practitioners is doing a psychosexual
medicine training and at least two of the others have an interest in the
psychological aspects of primary care. The practice list size 1s 10,439, -

almost identical to the Welsh average of 10,443 and health authonty
average of 10,407.

In the terms of the six stages of evaluation planning suggested by Rossi
and Freeman (1989) and described in the introduction, the aim of the
psychology service is to provide an accessible and effective on-site
assessment and treatment service for patients referred by the primary
care team. A needs analysis had clearly indicated the extent of the
requirements for the area, and the delivery design was for a service
- provided on two days per week by a chartered clinical psychologist
working for a mental health trust under a service level agreement with
the practice. Clients are referred by their general practitioner or less
commonly by the practice nurse or one of the community nurses to the
psychologist. The client is sent a letter confirming referral and
explaining that an appointment will be sent as soon as possible. The
wait between referral and first appointment averages around six to nine
weeks unless the GP requests an urgent appointment.

46



At first appointment an assessment is made and a short report sent to
the referrer. The client is then (1) discharged, (ii) referred elsewhere,
(i1) taken on for treatment on a non-intensive basis e.g. to be seen once
a month, or (iv) taken on for treatment with appointments weekly or bi-
weekly. All cases are reviewed at the sixth session and at each
subsequent sixth session. However it should be remembered that
interventions in primary care are often very brief. the mean number of
appointments per patient at the surgery in question during the two year
period of this study was four, a finding consistent with audits of other
stmilar services (see for example Davies 1993 and Hudson-Allez 1997).

Treatments are offered within an integrated and person-centred
framework but use primarily cognitive-behavioural interventions for the
symptomatology of anxiety disorders, trauma, OCD and depression,
and brief psychodynamic methods where there seems to be an
underlying developmental link. Supportive person-centred counselling i1s
also provided for a small number of clients with chronic conditions.
Clinical consultation is obtained from a consultant psychodynamic
psychotherapist (monthly) and a cognitive-behavioural 'B' grade (or
consultant level) clinical psychologist (six-weekly).

Sampling

All patients referred to the psychologist after the start date were asked
to participate in the study, and the general practitioners were asked to
enrol patients seen by themselves whom they did not refer even though
they presented with psychological problems, either because the patient
themselves did not wish for referral or because the GP wanted to treat
the patient themselves. The same explanatory leaflet was used in both
* cases to avoid contamination. No pressure was put on any patients who
declined to take part, and in total only two were known to have refused
to enrol. This number is small enough not to significantly bias the data.

The doctors were asked, in addition, to operate a randomised allocation
process, such that patients appropriate for referral who expressed no
preference were to be allocated either to GP or psychologist care
dependent on the oddness or evenness of the date. In the event virtually
no random allocation occurred, and the comparison group therefore

consisted primarily of patients who had refused referral. Reasons for,
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and implications of, the failure of the planned randomisation are
considered later, in the discussion section.

Enrolment continued until a predetermined sample size of 70
participants was reached, this number representing a balance between
that required for statistical usefulness and constraints imposed by time.
Of the overall sample of 70, 54 were in the treatment group and 16 in
the control group. 43 of the treatment group and all 16 of the control
group completed at least three of the four stages of testing.

Ethics

Potential ethical issues were discussed at the planning stage with senior
colleagues and the general practitioners involved, and ethical clearence
obtained from the general practitioners senior partners group. An
explanatory and consent sheet was included with the questionnaire pack
for patients, which they were asked to read and sign. This is included in
appendix 1. All questions asked by participants before, during and after
data collection were answered fully. Because the study was an
evaluation embedded in normal practice, and because there was no
allocation to the ‘non-active' (i.e. GP-care) condition unless the patient
and GP agreed, it was not felt that other ethical issues were involved.

Tests used

The two tests used in this study were the Hospital Anxiety and
Depression Scale or HAD (Zigmond and Snaith 1983) and the

Symptom Checklist 90-R or SCL-90-R (Derogatis 1994). The tests are
shown 1n appendix 1.

-The SCL-90-R was chosen because of its multi-dimensional nature. It
gives a global measure of psychological distress plus scores on nine

primary symptom dimensions which have the advantage of mapping
onto DSM IV categories. It is also supported by considerable reliability
and validity data and has been used in many other outcome studies.

A potential drawback of the SCL-90-R is its length. Although it may
only take ten minutes to complete by a fast-working respondent, its
small print and dense appearance can be off-putting. It was therefore
decided to supplement it with another much shorter test that could be
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completed even if the SCL-90-R was not. The HAD was chosen as a
very brief, user-friendly measure designed for use in the out-patient and
primary care setting. Although 1t measures mood disorders only, it was
felt that at least some symptoms of anxiety and/or depression were
present in nearly all clients referred to the author at the surgery and that
therefore the HAD would be an acceptable second measure.

The HAD is a 14-item scale that provides a brief state measure of both
anxiety and depression. It was designed for use in medical out-patient
settings to detect clinical cases of anxiety and depression. The authors
excluded any items related to physical disorder, and attempted to
distinguish clearly between anxiety and depression by focusing purely
on the anhedonic state in the depression subscale, and selecting the
items for the anxiety subscale on the basis of the Present State
Examination and other clinical experience of anxiety neuroses.

The scale is self-administered and takes about 5 minutes. Each item is
scored from O to 3, giving total scores between 0 and 21 for each
subscale. Using psychiatric diagnoses as the standard, scores of 7 or
less are considered non-cases, scores of 8 to 10 are considered to
indicate possible or mild clinical disorder, and scores of 11+ to indicate
probable disorder or definite cases (scores of 15 and above are -
considered to show a severe level of the disorder). Response bias is
reduced by alternating the order of responses to each item.

Concurrent validity was assessed by comparison with psychiatric ratings
of 100 medical out-patients with acceptable results. Internal consistency
and reliability data are also described as good by the authors, although
Bowling (1991) suggests that much more work on both reliability and
validity of the HAD is needed. Nevertheless it does combine the virtues
of being designed for the medical out-patient setting, being short,

- measuring both anxiety and depression, and giving both an index of
state and cut-offs for probable clinical levels.

The SCL-90-R is a 90-item self-report symptom inventory, designed to
measure the current psychological symptom patterns of respondents. A
development of the Hopkins Symptom Checklist (HSCL), it consists of
90 items which are rated on a five-point scale from 'Not at all' to
‘Extremely'. Completion takes about 15 minutes. Gender-keyed norms
are supplied for psychiatric inpatients, psychiatric outpatients, and
nonpatient adults and adolescents.
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The SCL-90-R is scored and interpreted in terms of nine primary
symptom dimensions and three global indices of distress. The primary
dimensions were evolved, according to Derogatis, through a
combination of clinical and empirical procedures. They are:

Somatization (SOM): This dimension reflects distress arising from
perceptions of bodily dysfunction.

Obsessive-Compulsive (O-C): This focuses on thoughts, impulses and
actions that are experienced as unremitting, irresistible and unwanted,
as in the clinical syndrome of the same name.

Interpersonal Sensitivity (I-S): This dimension concerns feelings of
inadequacy, inferiority, self-doubt and self-consciousness, and
significant discomfort in interpersonal interactions.

Depression (DEP): This represents a range of the symptoms of clinical
depression, including lack of interest, motivation and energy, feelings of
hopelessness, thoughts of suicide, and other cognitive and somatic
correlates of depression., |

Anxiety (ANX): The Anxiety dimension includes nervousness and
tension as well as panic attacks and feelings of terror.

Hostility (HOS): This reflects thoughts, feelings and behaviour
associated with anger, aggression, irritability and resentment.

Phobic Anxiety (PHOB): This is defined as a persistent fear response to
a specific stimulus that is irrational and disproportionate, and leads to
avoidance or escape behaviour.

Paranoid Ideation (PAR): This refers to a disordered mode of thinking
characterized by projective thought, suspiciousness, grandiosity, fear of
loss of autonomy, and delusions.

Psychoticism (PSY): The Psychoticism dimension provides for a
continuum from mild alienation to psychosis, including items indicative

of a withdrawn and schizoid lifestyle as well as first-rank symptoms of
- schizophrenia.

There are seven additional items in the SCL-90-R that are not
subsumed under any one of the above dimensions but which give
additional clinical information.

The three global indices of distress are the Global Severity Index (GSI),
the Positive Symptom Distress Index (PSDI) and the Positive Symptom
Total (PST). The GSI combines data on both the number of symptoms

reported and the severity of the distress, and is the main summary
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measure of the SCL-90-R. The PSDI indicates overall symptom
intensity, and the PST shows the number of symptoms endorsed.

The raw scores of the nine symptom dimensions and three global
indices are converted to standard T scores using the appropriate norms.

An operational definition of ‘'caseness' for SCL-90-R data is that if a
respondent has a GSI score greater than or equal to a T score of 63, or
if any two primary dimension scores are greater than or equal to a T
score of 63, then the individual is considered a positive risk or case.
This definition refers to scores on the nonpatient norms, which were
those used in the current study.

Reliability data for the SCL-90-R is given by Derogatis for both internal
consistency and test-retest reliability. The former varies between 0.77
and 0.90 for the nine primary symptom dimensions, and the latter
between 0.80 and 0.90 for a one-week interval between testing.

A large number of studies are quoted by Derogatis to attest to.the
validity of the SCL-90-R. Convergent-discriminant validity has been
demonstrated by numerous comparisons with data from other scales
and structured diagnostic interviews such as the Present State-
Examination. Sensitivity to change across a range of treatment
interventions and throughout the spectrum of psychological distress has
also been demonstrated. Derogatis also cites a large number of
examples of the use of the SCL-90-R in studies of psychotherapeutic

outcomes. Sederer and Dickey (1996) consider the SCL-90-R to be
"well researched and validated."

Design and Administration

- The design used combined elements of the open trial, in which the
control or comparison condition is provided by participants waiting for
treatment, and the randomised control tnial, in which participants are
randomly allocated to two or more conditions. In this study data was
collected from many of the referred participants whilst on the waiting
list, so giving a waitng list comparison, and also from non-referred
participants, so giving in addition a GP-care only comparison. For
reasons discussed elsewhere, however, this was not done by random
allocation, and therefore the internal validity of the design was

compromused. It is a post-hoc argument, though, that this actually

/
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improved the level of external validity by creating a design that was
closer to clinical practice, where patients and practitioners together
chose the desired form of treatment.

The two test used, together with explanatory material, were sent to
referred patients at referral, and then administered again at first
appointment and then twice more at roughly eight week intervals. For
the GP-care group, the tests were given at first consultation (by the GP)
and then given or sent at the equivalent eight week intervals. Not all
participants completed the tests at all stages for a variety of reasons;
reminders were sent where appropriate but if there was no response
participants were not pressed further.

As an additional measure, surgery records were scrutinised to monitor
the number of wisits made to their GP by each participant in the six
months before participating in the study and in the six months
afterwards. Home visits by the general practittoner were included, but
not routine minor medical treatment by the practice nurses or referrals
to hospital based specialists, since these would have had to have been
preceded by a consultation with the GP 1n any case.

The combination of open trial and controlled trial designs was used in
order to satisfy the demands of both internal and external validity as
much as possible, and the results were expressed in terms of numbers of
cases and effect size, as well as in terms of test scores, in order to
indicate levels of clinical as well as statistical significance.

Summary of design:

Treatment group tested with HAD and SCL-90R at: (1)Referral (2)Start of treatment (3)8 wecks (4)16
weeks.

Control group tested with HAD and SCL-90R at: (1)Entry (2)Start of GP care (3)8 weeks (4)16 wecks.
Test results expressed as: (a)Scorcs (b)Numbers of 'cases’ (¢)Effect Size.

Both groups monitored for numbers of GP visits for 6 months prior to and after treatment.

All explanatory and consent forms, written instructions to general

practitioners, and examples of the tests used are shown in the
appendices.
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Data Analyses

Data management and analyses were carried out using Excel 4 and
SPSS for MS Windows 6.0.

Between-group comparisons for continuous variables (for example
comparing the mean scores of each group on a particular measure)
were done using -tests for ind<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>