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SECTION A

Introduction



This study presents different aspects of my work as a counselling psychologist. In this
section, I shall discuss how these aspects relate to my career development as a
counselling psychologist. I shall also discuss how these areas of work are linked
together, firstly by the primary care setting and secondly through linking research,

theory and practice.

My career as a counselling psychologist has developed in the most part, through
working as part of a primary care counselling service and this study retlects my interest
in this area. Primary care is a topical theme given recent government initiatives aimed at
primary care health services. For example, the introduction in April 1999 of Primary
Care Groups and later the development of Primary Care Trusts to replace health
authorities; and the trend towards the de-centralisation of many health services to
primary care level (following on from the Tomlinson Report of 1992). Primary care 1s
therefore an exciting area in which to be working given these changes. It 1s an area
where counselling psychologists are employed (particularly in providing psychological
input to GP practices) and have a role to play in effecting some of these changes.
Counselling psychologists are well placed to ofter a range of services in primary care.
For example, counselling psychologists may be involved in primary care at an
organisational level as well as in the area of research and evaluation of services in
primary care, teaching and training as well as the provision of psychological help to GP
patients. Such a setting, therefore, offers counselling psychologists the opportunity to

demonstrate their range of skills.

Through my work as a pnnmary care counselling psychologist I became aware of the
unique nature of this setting. Working in a GP surgery one 1s providing a service to
clients as well as to the GP(s) in the practice. I became interested in the different
dynamics within each practice in which I worked, in particular the different perceptions
each GP had about the service I offered the practice and my role as a primary care
counselling psychologist. I formed a different relationship with each GP and became
aware of how this relationship developed over time and through different clients I
worked with. It was through my interest in exploring these experiences that lead me to
conduct the research presented in this study. The study looks at the GP — therapist

relationship and reflects that facet of working in primary care.



My interest in the area of domestic violence (presented in the critical review of the
study) also developed through my work in primary care. The primary care setting otters
a ‘front line’ service and the GP surgery is often the first port of call for people in
distress. Through offering a counselling service in GP practices I encountered several
women who were victims of domestic violence, I also became involved 1n risk
assessment for children caught up in violent relationships. This work raised ethical
1ssues for me and involved collaboration with social services and health visitors.
Through my work with a male victim of domestic violence I became aware of and

interested in the often hidden issue of violent women.

The case study presents clinical work in primary care and reflects the diverse nature of
presenting problems encountered in this setting. It highlights the limitations of
providing a service at primary care level for complex difficulties and how this may
impact on therapy. The case study reflects another facet of primary care work; the client

— therapist relationship.

The mission statement for the division of Counselling Psychology states its aims as
being to ... promote, protect and advance best practice and openness, research and
theory in counselling psychology.. ” (Division of Counselling Psychology Strategic Plan
Revised/2001, Counselling Psychology Review, vol. 16, page 30).

The areas of study presented are also linked together as they highlight some of these
difterent areas (research, theory and practice) that form an integral part of the profession
of counselling psychology. The relationship between research, theory and practice is
topical given recent government 1nitiatives for evidence based practice that are driving

many services (including psychological services) within the health service.

SECTION B — Research

Section B focuses on research and reflects the importance of research skills that form a

central part of the training of a counselling psychologist.

The research investigates the perceptions and experiences of general practitioners of

primary care counselling. Counselling services in GP practices have grown rapidly over
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recent years. However, difficulties working together between GPs and counsellors have
been documented. GPs’ perceptions of primary care counselling are interesting to
explore from a theoretical perspective as they can provide an insight into a why a GP
may develop a particular perception of counselling. They are also important to explore
from a service perspective as they may help in our understanding of the difficulties that
may arise (for GP, counsellor and patient) when two professionals from such difterent

backgrounds try to work together.

The research aims to explore, both qualitatively and quantitatively, the perceptions and
experiences of GPs of primary care counselling. A related aim 1s to compare these
perceptions and experiences with those of primary care counsellors, the purpose being
to try to better understand the difficulties both professions may encounter when working
together. The objective being to better understand why some GPs may form
negative/unhelpful perceptions of primary care counselling, this can lead to a
consideration of how one may intervene to change such perceptions. Such an
investigation can also provide ideas about interventions that may be developed aimed at
minimising difficulties between the GP and primary care counsellor and promoting
collaborative working. The research uses a range of difterent methodologies to address
the aims of the study, and highlights how different methodologies may be used to

complement each other and enrich a study.

The research re-inforces the complexity of social perception and demonstrates the

importance of the GP-counsellor relationship.

SECTION C - Case Study

The case study highlights the area of clinical practice that forms a fundamental part of
the role of an applied counselling psychologist. It explores the author’s work with a
male client who presents with a sexual compulsion. The therapy offered to the client
was short term cognitive-behavioural therapy. The case study explores how
psychological interventions from a cognitive-behavioural perspective can be usefully
applied to such a presenting problem within the time constraints of a primary care
setting. The case study also explores the difficulties within the therapeutic relationship
that arose in the course of therapy and highlights how cognitive-behavioural therapy

(not usually associated with 1ssues concerning the therapeutic alliance) is now
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addressing this important area of therapy. However, the case study highlights the need
not only to monitor the therapeutic relationship, but also to actively intervene if

difficulties arise.

The case study also highlights the importance of working as a reflective practitioner,
that 1s, to reflect on one’s way of working (supervision and personal therapy may be a
useful way of doing this) and to use this process to inform one’s practice. The
importance of adopting a non-judgemental and empathic approach when working with
clients 1s crucial. Reflection on our practice allows us to ‘step back’ and critically

evaluate our work and to learn from this process.

SECTION D — Critical Review

This section explores current literature on the area of domestic violence. Given the
prevalence of domestic violence, 1t 1s an area that counselling psychologists may be
involved 1n either through working with victims or perpetrators of violence or through
conducting research in this area. Domestic violence 1s also an area of concern to society
as a whole. The review explores current psychological perspectives around the etiology
and treatment of domestic violence. Through doing so, the review highlights certain
areas of controversy. In particular 1t explores the appropriateness of couple therapy
where domestic violence 1s present. Is such a form of therapy a useful (and necessary)
intervention for couples where violence 1s present? Or does couple therapy compromise

the therapeutic alliance and satety of the victim?

The review also highlights the area of women who are perpetrators of domestic
violence. This area appears to have been neglected by researchers and writers but now
seems to be receiving more attention. The review asks whether services can respond
appropriately to the needs of men who are physically abused by their female partners.
The review ends by discussing the implications of these findings for counselling
psychologists in terms of their training and practice in this area as well as the need to be

aware of how our own beliefs and experiences may influence therapy.

Section D highlights the area of critical review. Such critical review is an important way

of keeping counselling psychologists updated on research and theory within
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psychology. This can help inform our general knowledge about developments within

our profession as well as our clinical practice.

In this sense these diverse but related areas of practice integrate the scientist and
practitioner aspects of the role of an applied counselling psychologist. There has been
discussion recently (e.g. Pelling 2000) about the dichotomy between the branches ot
research and practice within the field of psychology and the apparent resistance of
integrating research and practice. Within the training of a counselling psychologist the
scientist practitioner model is emphasised. It is important to recognise and value both

research and practice to the work of a counselling psychologist; this study attempts to

promote both aspects.
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Abstract

Counselling is a growth area in primary care. Difficulties providing a psychologically
based serviced within the medical domain of the surgery have been documented, in
particular the difficulties when two professionals from differing backgrounds come
together to provide a service to patients. This piece of research aims to explore (both
qualitatively and quantitatively) the perceptions and experiences of GPs of primary care
counselling. A second aim is to compare GP’s perceptions and experiences to those of
primary care counsellors themselves. The objective being to help understand these
dithculties (from the perspective of both professionals) as well as the factors involved
in shaping a GP’s perception of primary care counselling.

The study focuses on the GP-counsellor relationship, GP satisfaction with the service,
GPs’ perceptions of counselling and the role of the counsellor in the practice. The
research aims are addressed through using three different formats and combining
qualitative and quantitative methods of analysis. A small group of GPs were
interviewed on their experiences of a counselling service. These findings helped to
shape the development of a survey looking at perceptions and experiences of primary
care counselling. The survey was sent to a larger group of GPs and also to primary care
counsellors. The third stage of the study involved meeting with a group of GPs to hear
their views on primary care counselling services.

The results obtained from the study suggest that overall GPs value their counselling
service but they seem to view counselling as a passive process. There is no consensus
among GPs or among counsellors as to what counselling 1s. The role of the counsellor
within the practice does not appear to be clear to the GP and there are differences
between the counsellors’ perceptions of their role and the GPs’ perceptions. Issues of
GP power emerge from the study and many GPs believe they ofter counselling to their
patients. These results are developed into a model showing the factors involved in a
GP’s perception of primary care counselling and what factors might lead a GP to form a
negative or unhelpful perception of practice based counselling. From this model
interventions are suggested aimed at changing unhelpful/negative perceptions that GPs
may hold and interventions designed to promote good collaborative practice. These
interventions are aimed at both GPs and primary care counsellors.

The study has implications for the training of both GPs and primary care counsellors as
well as implications for service users. The study highlights the importance of

collaborative working and the GP-counsellor relationship. Such research can help
increase our understanding of inter-professional relationships.
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CHAPTER 1

INTRODUCTION & LITERATURE REVIEW

Counselling 1s becoming a growth area in primary care. The purpose of this study 1s to
explore and measure the experiences and perceptions of GPs who work with a

counsellor (or group of counsellors) in their practice.

In considering the relevant literature, the background and development of counselling
within primary care will be discussed, as will current changes within primary care. The
advantages and disadvantages to offering counselling within general practice will be
considered. Some background to the work of the GP will be helpful in understanding
some of the 1ssues the study hopes to address, particularly considering the ability of GPs
to deal with the psychological problems of their patients. The question of whether GPs

should offer counselling to patients will also be discussed.

There 1s evidence that counsellors have encountered difficulties working in primary
care. A considerable part of this 1s to do with the different cultures of the GP (&

Primary Health Care Team) and the counsellor. This 1ssue will be explored through
discussion of psychological research on group processes and the specific difficulties
encountered by GPs and counsellors. This leads on to a consideration of how these

difficulties might be addressed through collaborative working.

Finally, relevant research in the area of primary care counselling will be reviewed and
gaps in current research highlighted. Potential ways to research these 1ssues will be
discussed and the aims of the study stated. This will include a consideration of the
theoretical aspects of perception, particularly social perception leading on to a
discussion about attributions. This is helpful in understanding from a theoretical
perspective, the perceptions of GPs and counsellors and the attributions a GP might

make about the practice counsellor.

16



1.1 THE DEVELOPMENT OF COUNSELLING WITHIN
PRIMARY CARE

Research in general practice repeatedly shows a high proportion of patients presenting
with emotional distress (Small & Conlon 1988). It is estimated that approximately 40%
of GP consultations involve such problems (Goldberg & Huxley 1992). In considering
the presentation of psychological problems in general practice, there appears to be a
wide variation in reported prevalence and incidence (Markus, Murray Parkes, Tomson
& Johnston 1989). However, there is consensus that a significant proportion of patients
consult their GP over issues such as family problems, anxiety, financial difficulties,
insecurity and sexual problems (Cohen & Halpern 1978). Often the GP 1s not trained to

deal with these 1ssues and receives little support in doing so (Cohen & Halpern 1978).

Balint 1n the 1950°s showed GPs the value of listening to their patients and being aware
of their patients’ feelings (Salinsky & Curtis-Jenkins 1994). However, there came a
realism that with the increasing demands placed upon them, GPs would be unable to
offer many patients the time they needed to address their concerns. Many GPs have
voiced their unhappiness with the quality and quantity of psychological care available to
their patients (Broome & Kat 1981). When this 1s considered with the GPs’ reluctance
to involve themselves in this type of work (Balint 1964), a role for counsellors within a

general practice setting becomes apparent.

The reasons for the emergence of counselling within primary care, suggest Shillitoe and

Hall (1997), are to be found in changes 1n society, changes within the NHS and changes

within the professions.

Nurses and health visitors have been attached to GP practices for many years. 1959 saw
the introduction of social worker attachments. Despite its success such attachments
developed slowly (Brook & Temperley 1976). However the policy from 1960°s
onwards of the closure of psychiatric hospitals meant the shifting of mental health
services into the community (Goldberg & Jackson 1992). The Trethowan Report (1974)
suggested that studies be carried out of GP referrals to clinical psychology and
envisaged psychologists extending their role into primary care. Other health policy,

particularly the Tomlinson Report (1992) continued this further by emphasising the
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tmportance of the decentralisation of health services. This has speeded the shift of
services (including mental health services) to primary care and community settings
(Tomlinson 1992). This policy has led to the increasing influence of GPs on the
provision of health care (Day & Wren 1994). Funding changes in the NHS also make it

easier for GPs to employ staff, like counsellors, themselves.

The development of counselling within general practice may also be viewed within the
context of a changing public perception about mental illness. The public are now more
exposed to the concept of counselling particularly by the media in response to major
tragedies or disasters (Shillitoe & Hall 1997). Counselling has become less stigmatising
as a result. Cohen and Halpern (1978) argue that the need to curtail health costs, to
provide better community care and to keep people out of hospital i1s encouraging the GP
to consider a more holistic approach to medicine. The shifting of philosophy by the
medical establishment and their willingness to consider non-traditional and non-
pharmacological treatments to the management of psychological problems has allowed

for the development and increasing acceptance of counselling within primary care.

Finally, from an economic perspective, a shortage of clinical psychologists and the
lesser costs involved 1n employing counsellors has allowed counsellors to be ‘accepted’

into the NHS to provide a service that was once the domain of clinical psychologists.

Counsellors are now firmly established within the NHS (Shillitoe & Hall 1997). Studies
indicate that approximately a third of general practices in England and Wales have a
counsellor (Kendrick, Sibbald, Hall et al 1993; Sibbald, Hall, Brenneman & Freeling
1993). This figure has recently increased to just over 50% (Curtis-Jenkins 1998). The
distribution of counsellors and the hours they work in practices varies widely across the
country (Salinsky & Curtis-Jenkins 1994). Some counsellors provide 2-3 hours a week
In a practice, others work as part of a counselling team in a practice and may offer a
comprehensive service with little or no waiting time for appointments (Salinsky &
Curtis-Jenkins 1994). Counsellors may be employed directly by the practice or may be
‘attached’ to the practice through the local NHS provider. Some counsellors remain
employed on a voluntary basis, although this appears to be changing as counselling
develops to offer a more ‘professional’ image. Although some research (e.g. McLeod
1988) indicates that the image of the counsellor as a non-professional voluntary worker

lingers on. Counsellors in general practice work with a wide range of problems from
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1ssues relating to loss and bereavement to more complex difficulties of phobias,
obsessive compulsive disorder, anxiety and depression (Salinsky & Curtis-Jenkins
1994). Other presenting problems may include relationship or sexual difficulties, post
traumatic stress disorder, eating disorders or substance abuse (Salinsky & Curtis-
Jenkins 1994). Research looking at problems referred to a practice counsellor by the GP
indicates that anxiety, relationship problems, sexual problems, psychosomatic

symptoms are common referrals (Waydenfeld & Waydenfeld 1980, Marsh & Barr

1975; St. George 1976, Cohen 1977; Meacher 1977; Heisler 1979, McLeod 1988).

Counsellors may vary 1n their training and the type of therapy they ofter in the surgery.
For example; long term therapy, short-term therapy, one-to-one counselling, group
work. McLeod (1988) found that of her sample of counsellors, 3 were nurses, 2 were
psychiatric nurses, one was a health visitor and another a social worker. Her sample
also varied in the type of counselling they offered as some were trained in marriage
guidance, others 1n transpersonal therapy. A recent survey of primary care counsellors
(Curtis-Jenkins 1998), with a sample size of 800, found a variation in training standards
with 90% of counsellors having a minimum of a diploma or certificate level
qualification 1n counselling and of these 34% hold a first or masters degree in
counselling and seemingly 10% of respondents do not hold a relevant counselling

qualification.

Research appears to suggest the benefits of short-term therapy in primary care
(Hemmings 2000), although there may be a need amongst some patients for longer term
therapy (Hudson-Allez 2001). Some counsellors are trained in family therapy or marntal
therapy and this will be reflected in the type of patients they see. Although research
suggests 1t 1s not counsellor orientation, but non-specific factors (e.g. the therapeutic
relationship) to be a major predictor of outcome in therapy (Clarkson 1996). Group
work can be useful in general practice especially for teaching self-help methods. It is
also cost effective, although not widely used in general practice (McLeod 1988). It has
been suggested that a counsellor works 35 hours a week 1n a practice with a patient list
size of 7000 — 9000 patients; spending approximately 60% of the time on one-to-one

counselling and the remaining time on administration, supervision and consultancy

(Curtis-Jenkins 1995).
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When the Labour Party came into government in 1997 they made several major changes
to the organisation of primary care services through their white paper ‘The New NHS
Modern & Dependable’ (NHS Executive 1998). April 1999 has seen the introduction of
Primary Care Groups and clinical governance. This means that GPs and not health
authorities are responsible for purchasing health care on behalf of their patients. Local
GP practices are grouped together to form a Primary Care Group formed mainly ot GPs
and practice nurses. The group has a combined patient list size of about 100,000
patients (Curtis-Jenkins 1998). Together, as a group they decide which services to
purchase. This change has lessened very considerably the role of local health

authorities. These changes may impact on the provision of counselling in primary care
(this will be discussed later). Another new development with the formation of Pnmary
Care Groups 1s the concept of clinical governance in primary care (and throughout the
NHS). This means that GPs and the rest of the PHCT will be responsible for providing
high quality care and for developing ways of monitoring quality (Roland 1999).

The Advantages of Offering a Practice-Based Counselling Service

In considering the potential benefits offered by providing counselling within the

surgery, four main areas can be considered,
e Dbenefits to the patient

e benefits to the GP

o benefits to the PHCT

e Cost benefits

It has been argued (e.g. Brook & Temperley 1976) that many patients obtain help with
their psychological problems at a much earlier stage through oftering practice-based
counselling. Also a substantial number of patients are able to obtain help who would not
have accepted a referral to a psychiatric service or another, outside agency (Brook &
Temperley 1976). These are commonly cited advantages to offering such a service;
patients feel secure being seen on famihiar premises that are easily accessible. A
practice-based service allows for continuity and evaluation of patient care (Wyld 1981).
Being practice-based also lessens the stigma associated with receiving psychological
help and offers the opportunity for an early intervention (Brunning & Burd 1993). A

psychological model of care can ofter the patient an opportunity to learn and develop
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eftective ways of managing their problems beyond the therapy (Brunning & Burd
1993), therefore lessening the chances of their difficulties returning. A referral to a
practice counsellor can also show the patient the willingness of their doctor to recognise

emotional distress behind a somatic symptom (Waydenfeld & Waydenfeld 1980).

It has been suggested that, particularly for GPs who are not interested in
psychological 1ssues, the patients in their care would benefit from a counsellor
attachment (Rowland, Irving & Maynard 1989). Whether such GPs would request and
value a counselling service is another matter. Studies have indicated that doctors value
the expertise the counsellor can bring to the practice particularly in helping the GP to
distinguish between problems that can be dealt with in the practice and those that
require a specialist referral (Brook & Temperley 1976). The counsellor can therefore
facilitate the work of the GP, leading to an earlier identification of problems, fewer
itnappropriate referrals and an overall reduction in consultation time and medication
offered (Rowland & Irving 1984). Having a counsellor in the practice can also reduce
GP stress (Brunning & Burd 1993) and increase awareness of mental health issues
(Campbell 1995). It offers the GP a way of helping the patient without recourse to

medication (Cohen & Halpern 1978) and puts them under less pressure to prescribe

(Waydenfeld & Waydenfeld 1980).

The benefits of having a counsellor in the practice may spread to all the PHCT, not just
the doctors. The counsellor can heighten awareness of psychological issues within the
team and encourage team members to develop their counselling skills (Rowland et al
1989). This may foster an increase 1n skills sharing across the team (Irving 1988),
encourage case discussion and ease of referral (Rowland et al 1989). The counsellor
may help with team building (Brunning & Burd 1993), bring a division to the workload
and enhance mutual respect (Winter & Whitfield 1980). He/she may also be an
additional support for the team (Breese 1994). The combination of which may be an
overall increase in knowledge, improved working relations within the team and

improved quality of patient care.

In 1980 nearly 39 million prescriptions for psychotropic drugs were issued (Health &
Personal Social Services Statistics 1980). As Rowland and Irving (1984) argue, this
figure does not reflect the cost in GP time, 1n pharmacists’ salary, in administration and

packaging, not to mention the cost of hospitalisation for patients who abuse or overdose
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on their prescribed medication. However, the presence of a counsellor in the surgery has
been shown in some studies to reduce the demand on GP time and reduce the
prescribing of psychotropic drugs (Marsh & Barr 1975; Anderson & Hasler 1979, Law
1984).

Cohen and Halpern (1978) cite potential benefits for a counsellor working in a general
practice setting, namely the support from other team members, the contact and
reassurance offered. The practice setting provides the counsellor with easy access to
medical notes and prompt medical help if necessary (Waydenfeld & Waydenteld 1980).

The counsellor can feel satisfied seeing the improvement, tolerance and acceptance of

the patients helped.

The Disadvantages of Offering a Practice-Based Counselling Service

There can be disadvantages as well as difficulties to oftering a practice-based
counselling service. These disadvantages may be considered in three broad areas
e 1s the counsellor the most appropriate professional to offer counselling in the
practice?
e The accessibility of a practice-based counselling service

e A centralised versus a practice-based counselling service

In considering whether or not the counsellor 1s the most appropriate professional to
offer a practice-based counselling service an immediate disadvantage may be the
counsellor’s lack of medical knowledge (McLeod 1988). This may leave the counsellor
feeling inadequate and isolated from the rest of PHCT. Arguably other professionals
(e.g. community psychiatric nurses) with a medical background may feel more at ease
working within the medical domain of the GP practice. However, this 1ssue may be
addressed through improving the training of primary care counsellors (as will be
discussed more fully further on in the study). A practice-based counsellor may also find
it difficult to compromise over methods of working (McLeod 1988), this may be less of

an issue for other mental health protessionals.

Corney (1999) found a considerable degree of overlap between mental health
professionals in their training, techmques employed and range of problems referred.

Cape and Parham (2001) also found the case mix of practice counsellors and clinical
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psychologists to be broadly similar. One may ask, therefore, whether counsellors are
duplicating services offered by other mental health professionals. If so, is there a need
for a practice-based service? However, although some overlap may exist, the demand
for primary care counselling and the reported rates of patient satisfaction with the
service (e.g. Meacher 1977, Anderson & Hasler 1979, Wyld 1981) strongly suggest that

there 1s a need for a practice-based counselling service.

Although the accessibility of the GP practice may be seen as a strength of a primary
care counselling service, such a service is only accessible to those registered at the
practice. This could exclude certain vulnerable groups such as the homeless or refugees.
Such groups could benefit from the services of counsellors but may not be registered at
a practice. The Government in the National Service Framework for Mental Health
(NHS Executive 1999) has highlighted the mental health needs of the homeless as views
them as a vulnerable group. A centralised counselling service may overcome these

problems by accepting referrals from a wider source than just the PHCT.

Approximately two thirds of practice-based counsellors are employed directly by the
practice (Curtis-Jenkins 1998a). This may be a disadvantage to a practice-based
counselling as 1t could create difficulties for both the GP and the counsellor. Brunning
and Burd (1993) argue that if a GP 1s effectively paying for the counselling sessions,
he/she may feel they can dictate the use of sessions. This could cause considerable
problems for the GP, the patient and the counsellor and may undermine the
eftfectiveness of the counselling service. This problem could be overcome or minimised
by having counsellors ‘attached’ to GP practices and employed by the local mental
health trust (as happens in some primary care counselling services). Counsellors

themselves are pushing for this and a move away from direct employment by the

practice.

The service structure of a practice-based counselling service may be viewed as a
disadvantage of such a service. Would, for example a centralised counselling service,
(that is, not located within the GP practice but at a central location servicing a number
of GP practices) be more advantageous? Such a service structure may address a number
of potential disadvantages of a practice-based service. For example, problems can arise
from having no specific room in which to work in the practice, this can be disruptive for

both the counsellor and the patient (McLeod 1988). Many GP practices may not have a
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room available that can be regularly used by the counsellor or that provides the

therapeutic environment that is appropriate for counselling.

A centralised counselling service may have other advantages over a practice-based
counselling service. Arguable a team of counsellors may minimise the protessional
1solation that McLeod (1988) speaks of with respect to the practice counsellor. A
centralised service consisting of a team of counsellors may offer the patient more choice
in relation to what counsellor they see and what type of therapy they are offered. For
example, some patients may prefer to see a counsellor of a particular gender or ethnic
background (following on from the NHS Executive 1997 paper, “Working Together:
Securing a Quality Workforce for NHS” this will become increasing important). That
choice 1s unlikely to be offered at a practice-based counselling service. Likewise a
patient may present with a particular problems that best responds to a particular
intervention. This 1ssue is very relevant given recent Department of Health (2001)
guidelines on treatment of choice for psychological problems. For example a patient
presenting with panic disorder to a practice-based counsellor may not be offered the
treatment of choice (1.e. CBT) if the counsellor 1s not trained to ofter this. Arguably a
centralised service may be better able to get around this i1ssue by having a team of

counsellors offering a mix of therapies.

A further disadvantage of a practice-based counselling service may be that the GP
surgery 1s a setting where the patient can bump 1nto friends or neighbours, and so the
patient may prefer to see the counsellor somewhere more anonymous. Also some
patients may be concerned about information from the sessions or the referral appearing

in their medical notes. This may prompt some patients to seek counselling elsewhere.

The difficulties of providing a primary care counselling service will be discussed further
on in this chapter. A final disadvantage of such a service may be that the difficulties are

so overwhelming that they offset the potential advantages of a practice-based service.
Despite these disadvantages, the idea of offering counselling through the NHS to

patients in a familiar and accessible setting appears, in principle, to provide a potentially

useful service to both GPs and patients.
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1.2 THE GP & MENTAL HEALTH ISSUES

When considering the perceptions and experiences of GPs of primary care counselling it
1s useful to think about the role of the GP as this will influence a GP’s perception. The
role of the GP will have a bearing on the GP-counsellor relationship. The GP and

mental health issues is also relevant when considering whether GPs should offer

counselling to their patients.

The role of the general practitioner today is a complex and often stressful one. GPs
work 1n comparative isolation from specialists, hospitals and community services
(Mansfield 1991). Although with the recent development of Primary Care Groups this
1solation may be lessened but there may be increased stress with the increased
responsibilities. GPs wish for increased respect and recognition (Bowling, Jacobson,
Southgate et al 1991). Doctors are one of the professional groups at greatest risk of
depression, marital breakdown, alcoholism and suicide (Zigmond 1984). This may lead
one to consider how wise 1s 1t for doctors who are unprepared and untrained to take on

patients’ feelings as well as their medical problems (Breese 1994).

The Ability of GPs to Detect Psychological Problems

Medical training is notoriously lacking in helping doctors address their own needs and
feelings and few opportunities exist for the well established GP to increase his/her self-
awareness (McLeod 1988). Many GP trainees comment on the inappropriateness of
their hospital based psychiatric training to prepare them for dealing with the emotional
problems of their patients (Markus et al 1989). It has been suggested that the GP needs
help not with the small number of severely mentally 1ll patients referred to psychiatry,
but the other 90% of the emotionally disturbed population (Lesser 1983). Early
detection and treatment of the emotional problems results in symptom relief without
‘medicalising’ the problem and with cost benefits (Johnson & Goldberg 1976). Without
adequate training a patient’s psychological problems may go unrecognised and
untreated. Or the possibility of unnecessary medical treatment, inappropriate referral
and the potential for chronicity (Grol 1983; Melville 1987; Wilkinson, Smeeton, Skuse
and Fry 1988).
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GPs vary widely in their reported rates for psychiatric disorder among their patients
(Goldberg & Kessel 1975). In trying to account for this wide variation two factors have
been identified as important. They are GP ‘interest (in psychiatry) and concern (about
the patient)’ and GP ‘conservatism’ (Marks, Goldberg & Hillier 1979). This study also
supports the view that GPs who ask their patients about family life or possible problems
at home and who frequently use questions with a psychiatric content are very much
more likely to be accurate raters of psychiatric problems (Marks et al 1979). A more
recent study carried out in Australia (Davenport, Hickie, Naismith, Hadzi-Pavloviv &
Scott 2001) also found a large variation in GP reported rates of psychological problems.
The study found the rates at which GPs made psychological diagnoses varied between
practices from 12% and 52% (median 27%).

About 40% of GPs undertake a 6-month hospital attachment in psychiatry during their
training (Paykel, Tylee, Wright, Priest, Rix and Hart 1997). This means that 60% of
GPs will have had no specialist training in psychiatry and yet are required to identify,
and 1n most cases treat, patients presenting with a wide range of psychiatric and

psychological problems.

In January 1992 the Defeat Depression Campaign was launched by the Royal College of
Psychiatrists and the Royal College of General Practitioners. It ran for 4 years (from
1992 — 1996) and 1ts aim was to educate GPs to recognise and manage depression.
Research has indicated varying attitudes and knowledge about depression among GPs
(Botega, Blizard, Wilkinson & Mann 1992; Kerr, Blizard & Mann 1995). The outcome
of the campaign is that GPs who were aware of 1t expressed greater confidence in their
ability to treat depression (Rix, Paykel, Lelliott, Tylee, Freeling, Gask & Hart 1999).
Interestingly the campaign had the highest impact among younger GPs and those who
had undertaken a 6-month training post in psychiatry (Rix et al 1999). Other controlled
studies (e.g. Howe 1996) have also demonstrated that using a brief, self-directed
educational intervention focusing on the detection of psychological distress can improve
the GPs performance in this area significantly. The Royal College of General
Practitioners is educating GPs about mental illness by developing a new network of
over 60 teachers to teach GPs (Burd, Chambers, Cohen, King, Lloyd, Maxwell, Robson,
Tudor-Miles, Tylee & Wright 1999).
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Waydenfeld and Waydenfeld (1980) argue that the inclusion of the subject area of
counselling in the postgraduate syllabus of general practitioners would be usetul and
report that the Royal College of General Practitioners has recognised this need (Home
Office 1979). However, over 20 years on from their paper, counselling 1s still not

widely available in postgraduate training for GPs (personal communication from GP).

The GP as a Counsellor

When faced with a significant number of patients presenting themselves with

psychological problems; can, and should, GPs counsel their patients?

Many GPs use counselling skills during the course of their work (Rowland, Irving &
Maynard 1989). Through listening and asking appropriate questions the GP can
encourage the distressed patient to open up and talk about his/her difficulties. However,
an important distinction needs to be made between using counselling skills (for
example, listening, offering empathy) and offering counselling. Many professionals

may use counselling skills in the course of their work, for example, teachers, nurses,
personnel officers, but they are not oftering counselling as this involves a greater level
of expertise on the part of the professional and a formal arrangement with the client.
Although counselling skills may be extremely useful to the GP, the focus of his/her
work 1s different from that of the counsellor (Rowland et al 1989).

There are many difficulties for GPs considering offering formal counselling to their
patients. Firstly, patient expectations may present considerable barriers. The patient will
not expect to see his/her doctor 1n this role and may find it confusing (McLeod 1988).
The GP-patient relationship may be a mixing of social and professional contact and
could compromise any counselling relationship (Rowland et al 1989). Probably the
biggest constraint on the GP would be time and the emotional pressure involved in
counselling patients. However, research has shown that without taking extra time, GPs
can use counselling skills instead of prescribing benzodiazepines (Catalan & Gath
1985). There is a role for the use of counselling skills by GPs, but formal counselling

may not be the most efficient or cost eflective use of practice time (Rowland et al

1989).
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Rowland et al (1989) argue that students selected for medical training are not usually
selected for their counselling potential and their education produces a professional with
a different orientation from that of a counsellor. Medical training i1s designed to produce

doctors and not counsellors. However, Newsome (1980) suggests that medical training

and practice can produce an arrogance and distance within the doctor, which contlicts

with a counselling approach.

Some GPs who tried to offer formal counselling to their patients found that they worked
late, that their family life suffered and that the emotional demands made by offering

counselling in addition to their other work, were too great (McLeod 1988).

Referral Issues

GPs vary widely 1n their referral rates to their services (Newton, Hayes & Hutchinson
1991). Due to the expense and limited resources of using NHS services, there has been

an incentive to try to explain and understand these difterences.

Newton et al (1991) attempted to address this i1ssue 1n a different way from previous
research by considering referring as a type of social interaction, best understood by
interpreting the meanings and motives of those involved. Through their qualitative
analysis of interviews with 15 GPs they concluded that a large number of reterral
decisions are not only difficult to make from a clinical perspective but are further
complicated by the personal values, skills and experiences of those involved in the
process as well as the nature of the relationship between them (Newton et al 1991). The
researchers identified 4 factors that influence the referral process; doctor associated
factors, patient associated factors, case specific factors and structural factors. They also
emphasis that a good GP-patient relationship may facilitate open communication, so

enabling the GP to reassure a patient if the GP feels a referral is not necessary.

In terms of referring for psychological problems, many GPs do still want to deal with

many cases themselves and rarely see psychologists as essential (Gordon 1987).
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1.3 THE MEDICAL MODEL vs THE PSYCHOLOGICAL MODEL

Despite the potential advantages in offering a practice based counselling services,
difficulties can arise for the counsellor and the GP working in primary care from the
clash of cultures between the GP (who is trained in a medical model) and the counsellor
(whose training is from a psychological model). The medical model in this sense refers
to models of treatment that emphasise the dominance of biological processes in health
and illness. The psychological model refers to models of treatment that emphasise the
role of psychological processes in health and illness. Eastman and McPherson (1982)
carried out a study looking at GPs’ perceptions of psychological problems and the
relevance of clinical psychologists. They found that a significant proportion of
“sympathetic” GPs (1.e. those GPs interested in clinical psychologists becoming
involved at a primary care level) anticipated that difficulties may arise in collaboration
between the GP and the clinical psychologist. The main problems often cited in research
in this area are; differences in training and working between the GP and the counsellor;
differences in power; communication difficulties; differences in the use confidentiality;

and a different relationship with patients.

Before we consider these specific difficulties in relation to GPs and primary care
counsellors, 1t may be helptul to consider theories about group processes. These theories
may help explain some of the difficulties for the GP and/or primary care counsellor

when working together.

Group Processes

The GP and primary care counsellor are both members of their own respective
professional groups, as well as being members of the same group (The Primary Health
Care Team). Theories about groups and group processes may be helpful to consider in
our understanding of the perceptions the GP and counsellor may have about each other,

this in turn will impact on their relationship.

Group Structure

This refers to the system of roles, relationships and norms among group members and as

such it provides a framework for the group’s functioning (Deaux & Wrightsman 1988).
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Group cohesiveness has been found to be important in influencing people, their
productivity and providing job satisfaction (Pennington 1986). Little past experience of
groups has been shown to be a disadvantage to the member as they will be unfamiliar

with group processes and norms (Deaux & Wrightsman 1986).

Role & Role Expectation

An individual’s behaviour within a group is influenced by his/her role. Shaw (1971)
made a helpful distinction between expected role, perceived role, and enacted role. The
expected role refers to the behaviours thought appropriate by others in the group, the
percetved role is the behaviour the individual thinks he/she should enact and the enacted
role refers to the actual behaviour of the individual. Where these three factors show
little, it any difference, conflict between the individual and rest of the group will be low.
However, where these diftfer, group conflict may result (Pennington 1986). In this
situation Pennington (1986) suggests there are three options; the person occupying the
role may be put under pressure to conform to group expectations, may be asked to leave
the group or the individual may attempt to change the expectations of other group

members.

In his research on roles and group processes, Schachter (1951) found that the role a
person adopts within a group aftects communication patterns. If a group member holds
an extreme and different view from the rest of the group and does not shift in his/her

position, other group members will dramatically lessen their communication to that

group member.

Status & Power

The role of a group member will often have a status ascribed to it. With status comes
power. A theory on status development within groups has been developed (Berger,
Rosenholtz & Zelditch 1980, Humphreys & Berger 1981). According to this theory
(“‘status characteristics theory”), differences in evaluations and beliefs about types of
individuals form the basts for inequalities within the group. Certain expectations are
attached to the performance of those who differ in status. Some of these expectations
are formed from the specific tasks for the group (a specific status characteristic), others

are not directly linked to the group task but may be based on race or gender, for

30



example (a diffuse status characteristic). These characteristics may be used to form

expectations about the performance of a group member.

Research on power within groups suggests that members of high power groups tend not
to treat those with less power very well (Brown 1988). Sachdev and Bourhis (1985)
demonstrated in-group favouritism and showed that as groups became more powerful
they sought to consolidate their power still further. Interestingly, the research suggests
that groups with ‘absolute power’ may tend to moderate this bias slightly. This 1s
possibly because they are so secure in their position they can afford to treat less

powerful groups a little better (Brown 1988).

Group Attributions

Issues of attribution will be explored further on in this chapter. In a group situation,
research seems to suggest that group behaviour shows similar biases to individual
behaviour when we consider attributions. Pettigrew (1979) highlighted biases within
one’s own group (the in-group) relative to another group (the out-group). Negative
behaviour by out-group members was seen as dispositionally caused while the same
behaviour from in-group members was explained as being due to external causes. That

1s, attributions are made that favour the in-group (Brown 1988).

Minority Group Influences

From the perspective of PHCT, the counsellor, in many instances, may be viewed as a
minority member of the group (firstly, a minority as possibly the only group member
whose training 1s psychological in orientation and secondly, a minority, as possibly the

newest addition to the group).

Research suggests that in certain circumstances it 1s possible for a minority group
member to influence the majority. A minority member can be most effective in
influencing the group when its members have higher status or greater ability, when they
are closer to the majority in space or time, and when minority numbers are larger
(Deaux & Wrightsman 1988). A minority that states its position consistently may be
more successful in influencing the majonity (Nemeth 1979). However, if the minority

are perceived to be too ngid they may alienate the majority (Di Giacomo 1980).
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Gender Differences

In determining attitudes, research on group processes has found gender difterences in
certain areas. Women have been found to be better able to judge the affective or
emotional state of others (Hall 1984; 1986). This may account for why the counselling

profession is female dominated.

The particular difficulties cited by GPs and primary care counsellors who work together

will now be considered.

Mind/Body Dualism

The mind/body dualism is a dichotomy that views our experience as two disparate
entities. It could be argued this 1s the single conceptual element that most characterises
Western culture (Seaburn et al 1996). Issues of mind-body dualism are relevant as this
study 1s exploring the provision of a psychologically based service (i.e. a service that
focuses on the ‘mind’) within the medical domain of the GP surgery (1.e. where the
focus 1s on the ‘body’). Health care has been divided into care for the mind and care for
the body. It has been argued that this 1s a false dichotomy that artificially separates how
people think, feel and exist (Brown & Zinberg 1982) and that 1t should be discarded as
patients do not come in compartmentalised form but whole. Therefore a holistic
approach to patient health care 1s optimal (Brown & Zinberg 1982). Research suggests
that other cultures hold a more integrated view of illness. For example, Shapiro (1990)
looked at the views of the people in Bali on the mind-body relationship and found an
integrated view of mind-body-spint;, Ekblad (1996) studied the views of Chinese people
on these 1ssues and Hyun (1996) looked at the Korean community on 1ssues of mental

health. These studies suggest a different view of illness from Western culture.

Possibly some of the difficulties between the GP and counsellor are related to their
different conceptualisation of health and illness, with the GP focusing on biomedical
processes and the counsellor focusing on psychological processes. However, it can be
seen that both psychological and physical processes are involved in the development
and maintenance of a wide range of health i1ssues. A whole area of health research is
devoted to illnesses that may be viewed as psycho-physiological. This term refers to

physical symptoms or illnesses that “result from the interplay of psychosocial and
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physiological processes” (Sarafino 1990 p134). Another frequently used term for these
inesses is psychosomatic and such illnesses are linked with stress. Examples include

ulcers, inflammatory bowel disease, asthma, eczema and tension headaches (Sarafino
1990).

It 1s therefore useful to consider how GPs and counsellors may approach the problems
of their patients with a common understanding. Models of illness that integrate both

psychological and physical processes will be explored further on in this chapter.

Different Training and Ways of Working

In Western culture the mind-body dichotomy can be seen in the different training and
ways of working between the GP and the counsellor and the difficulties that can arise

from 1t. GP training focuses on the body; the counsellor’s training focuses on the mind.

Medical training focuses on the application of concrete scientific findings and
emphasises well-defined assessment and treatment protocols (Pace et al 1995). The
emphasis 1s goal ortented (as against process oriented), the model attaches less
importance on the process of becoming or feeling ill (Brown & Zinberg 1982).
Psychologists and counsellors tend to think in terms of methods and processes, whereas
physicians typically seek specific facts and concrete solutions (Schon 1987). The
process orientation of the psychological practitioner involves understanding the
patient’s life experiences, internal psychological conflicts and character structure
(Brown & Zinberg 1982). To a busy medical practitioner such approaches that value

inclusive thinking and try to make psychological processes more explicit are often seen

as unaffordable luxuries (Brown & Zinberg 1982).

It could be argued that medical practitioners value action. The focus on diagnosis
reflects this attitude, 1n that diagnosis implies action or suggests future action (Brown &
Zinberg 1982). A psychological training and way of working tends to be more accepting
of relative inaction and uncertainty or delayed accomplishment. This may be seen in the
context of an emphasis on subjective experience and motives rather than on disease or

diagnosis (Brown & Zinberg 1982).
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The degree of training and expertise in the biological, psychological and social bases for
behaviour, health and illness differs between GPs and counsellors with the biomedical

model continuing to serve as the dominant theoretical perspective for GPs (Pace et al

1995), although this may be changing (Campbell, McDaniel & Seaburn 1992).

Language

The differences in training and theoretical perspectives discussed above between the GP
and the counsellor can be seen in the different language and technical jargon used by the
two professions. This can lead to difficulties as it can limit clear communication and
understanding of the issues for both the GP and the counsellor (Stabler 1988; Wales
1978, Wood 1991). Pace et al (1995) suggest that these differences may contribute to
the GP lacking the appropriate skills or confidence to implement psychological
recommendations effectively. So no action may be taken by the GP towards helping a
patient in psychological distress or inappropriate or ineffective treatment may be

provided. Such inadequate care could have economic and treatment implications (Pace

et al 1995).

The language differences could also leave the counsellor feeling 1solated working in an

environment and within a team where the medical model and medical language

pervades.

Confidentiality

The 1ssue of confidentiality may cause difficulties in the GP- counsellor relationship.

The GP, through his/her work, 1s used<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>