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SUMMARY. The results of a two-year study of
counselling in nine general practices in North
London are reported. The study involved nine
counsellors, 35 general practitioners, and 99
counselled clients (out of the combined practice
population of 79,500 patients). Data were collec¬
ted by means of questionnaires, and the study
was concluded by interviews with doctors and
discussions with counsellors. The findings of the
study and the advantages and disadvantages of
surgery counselling compared with marriage
guidance centre counselling are discussed.

Introduction

ONE of the most important aspects of medical
practice in general, and of general practice in

particular, is that of communication. In general practice
problems of communication arise both within the pri¬
mary care team and between the individual members of
the team and the people in their care. The realities of
general practice in the UK, however, tend to limit
communication between the doctor and the patient,
often preventing the former from looking behind the
smoke-screen of presenting symptoms and thus from
becoming involved in the tangle of psychological, sex¬

ual and social problems. Even those with psycho¬
therapeutic interests and training cannot possibly satisfy
all the demands of the community they are serving.
The transition from the medical to the counselling

model implies a shift of responsibility for the patient's
recovery from the doctor to the patient, who thus
becomes a client; that is, an active participant in the
therapeutic process. This shift in turn implies a move¬

ment from the physical to the emotional level and a

recognition of the part that personal and environmental
factors play in producing disease and in recovering
fromit._
© Journal of the Royal College of General Practitioners, 1980, 30,
671-677.

Aims

Recent years have witnessed the introduction of a

counsellor, a professional communicator, into a few
practices, and the aim of our study was to assess surgery
counselling in terms of:

1. The success rate as assessed by the counsellor, the
doctor and the patient.
2. The effect on the general practice workload.
3. The effect on the NHS drug bill.
4. The effect on referrals to other agencies.
For the purpose of our study we narrowly defined
counselling as a therapeutic process based on the
psychodynamic model within the framework of weekly
one-hour sessions with a trained counsellor.

Methods

Our study, which was carried out in North London,
involved nine practices, nine counsellors and 35 doctors
(including four vocational trainees), and covered a

population of 79,500 patients. Of the nine practices
eight were group practices (of which two were based on

one health centre) and one was a partnership of two
doctors.
The counsellors participating in the study were from

the London Marriage Guidance Council and from the
Barnet, Haringey and Hertsmere Marriage Guidance
Council. They were all women voluntary workers
trained by the National Marriage Guidance Council.
They all had many years' experience of counselling in
marriage guidance centres and were the first counsellors
to be attached to the participating practices. At the start
of the study the average duration of the attachment to
the practice was three years. Throughout their working
life the counsellors continued with in-service training by
means of seminars, case discussions and tutorials. The
population served by the participating practices was a

typical cross-section of an urban population ranging
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from working to upper middle class.
Recruitment to the study of all consecutive referrals

began on 1 April 1977 and continued for six months.
The original number of patients admitted was 103, but
various factors reduced the number of cases valid for
the purpose of the study to 88 (data incomplete through
illness of the doctors, patient moving out of the area or

changing to another practice, or continuing counselling
preventing completion of questionnaires to be filled in
at the end of the case and six months afterwards).
The counsellors were provided with questionnaires on

practice data (type, ancillary staff, previous contact
with counsellors) and with sets of four questionnaires
for each recruited patient as follows:

1. Patient's data at the start of counselling (sex, age,
marital status, family size and occupation; information
about visits to the doctor in the previous six months,
reasons for referral, previous referrals and patient's
attitude to the referral).
2. Patient's data at the end of counselling (number of
interviews, outcome of counselling and patient's
attitude to counselling).
3. Information from the medical record for six months
after the last interview.
4. An anonymous follow-up questionnaire to be com¬

pleted by the patient six months after the end of
counselling.
The last patient included in the study ended counselling
in August 1978 and the collection of questionnaires was

completed in March 1979.
In February and March 1979 we conducted inter¬

views, based on set questions, with at least one doctor in
each participating practice. We also conferred with the
participating counsellors and obtained from them
written comments on surgery counselling.
We encountered some problems with the data in the

questionnaires (because two doctors were away from
work through illness), mainly in relation to the numbers
of prescriptions issued and to the loss of patients'
working time. However, except for the 'time off work'
data, which were rendered meaningless, the other diffi¬
culties did not materially affect our results; other data
were missing because the patient had moved away or

had changed to another practice, or because counselling
had continued beyond the six months' duration of the
study.

Results

The 88 referrals included in the study comprised 65
women (74 per cent), 12 men (14 per cent), and 11
couples (13 per cent) referred jointly, making a total of
99 clients. A similar predominance of women among
those referred for counselling is found in the statistics
for 1977 of the National Marriage Guidance Council
(1978), the corresponding figures being: 47.5 per cent,

24.5 per cent, and 28.0 per cent.

Age distribution
The age distribution of referrals shows a peak of 33 (38
per cent) of 87 cases (the age of one client is unknown)
in the 20-29 age group, followed by 27 (31 per cent) in
the 30-39 age group-and by 12 (13.8 per cent) and 11
(12.7 per cent) in the 50-59 and 40-49 age groups,
respectively. The number of referrals of those under 20
was only four (4.6 per cent). This pattern follows very
closely that shown in the 1975 National Marriage Guid¬
ance Council figures (Heisler and Whitehouse, 1975),
reflecting in all likelihood the particular stresses of early
adult life, on the one hand and the problems and crises
of the middle years on the other. The low referral figure
for those aged under 20 parallels the low attendance rate
for this age group in general practice.
Marital status

The marital status of the patients was as follows:
married 46 (52.3 per cent), single 20 (22.7 per cent),
divorced or separated 12 (13.6 per cent), cohabiting nine
(10.2 per cent), and widowed one (1.1 per cent). Of the
11 joint referrals, nine were married couples and two
were cohabiting. The total number of children under 16
years of age in the homes involved in the study was 86;
in 42 referrals (47.7 per cent) no children under 16 were
involved.

Social class
Table 1 shows that those referred were not a completely
typical group, partly because the population served by
the participating practices is dominated.as could be
deduced from their geographical location and from
interviews with the doctors concerned.by social classes
3 and 4. The combined referrals for classes 4 and 5,
being 19.3 per cent, are quite close to the general
population figure of 22.9 per cent.

Referrals represent a good cross-section of the popu¬
lation. Compared with the figure of 14 per cent for male
national self-referrals (Heisler and Whitehouse, 1975),
our figure indicates, if anything, a slightly greater use

being made by classes 4 and 5 of surgery, as opposed to

centre, counselling.
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Waiting for an appointment
The average time between referral and the first coun¬

selling appointment was 10.4 days. The extremes were
seven and 16 days in six of nine practices, four days and
three months in one practice, and there are no relevant
data for two practices. The minimum of seven days,
with the counsellor attending the practice weekly, is
equivalent to the absence of a waiting list. This com¬

pares favourably with the national figures for coun¬

selling at marriage guidance centres, where delay for a

daytime appointment is two or three weeks. The reasons
for the difference are twofold: first, the doctor rations
referrals in accordance with the availability of coun¬

selling time (this has been confirmed in the interviews
with the doctors), and secondly, the referral system is
more flexible than the general waiting list of largely (70
per cent) self-referred clients in centre counselling. We
believe that surgery counselling offers an additional
advantage: the counsellor can inform the doctor of
vacancies as they arise, and the doctor is in a better
position to assess priorities than the lay reception staff
ofthe centres.

Reasons for referral
Table 2 shows the reasons for referral (often more than
one per patient) recorded by the participating doctors.
Generally speaking the reasons for the referrals, though
not necessarily their numerical patterns, agree largely
with those reported by other authors (Marsh and Barr,
1975; St George, 1976; Cohen, 1977; Meacher, 1977;
Heisler, 1979).
A number of doctors expressed their own interest in

counselling; three stressed that they were not referring
sexual dysfunction cases, preferring to deal with those
problems themselves.

In view of possible divergencies of opinion between
the doctor and/or counsellor on one side and the patient
on the other about the nature of the problems oc-

casioning the referral, we collected from the patients'
questionnaire data on the ways in which the client
considered herself or himself helped. Of the 47 patients
who returned a questionnaire, 44 specified that help was
received (Table 3). Of 88 referrals submitted to the
study, 80 were first referrals to surgery counselling,
seven were re-referrals, and for one this point is un-

certain. Forty-seven had previously been referred to
other agencies, mainly (27) to psychiatrists.
The main interest of these figures lies in their possible

influence on the outcome of counselling and on the
mode of termination of counselling. Looking at the
relatively large group with a history of psychiatric
referral we find that 20 (74 per cent) were considered by
the doctor and/or by the counsellor to have been either
very much or somewhat improved by counselling, four
were considered not improved, and one was made worse

according to his doctor. Of this group, on termination
of counselling one client was referred for group analy¬
sis, one to a psychiatric department, one to a psychiatric

Table 2. Reasons for referral recorded by participating
doctors.

Anxiety
Marital problem
Relationship problem
Overt sexual problem
Psychosomatic symptoms
Violence
Depression
Alcoholism
Childbattering
Suicide attempt
Mental illness in family
Compulsive overeating
Abortion counselling
Bereavement

42
41
35
14
10
4
4
2
1
1
1
1
1
1

Table 3. Problems for which patients considered help was
needed.

Ability to cope with existing problem37
Relationships 26
Sexual problems 14
Health problems (headaches, backache, stomach pains,

sleeping difficulties, depression) 14

day hospital, one to a marriage guidance centre (reason
unspecified), and two were referred to a sexual dys¬
function clinic, one of these being a re-referral.

It thus appears that a large proportion of patients
with a history of psychiatric referral may be confidently
expected to improve with counselling.
Readiness to accept referral
Figures from the counsellors' questionnaires about the
patients' readiness to accept referral to counselling show
that of 86 patients for whom those data are available 68
(79 per cent) welcomed the referral, 13 (15 per cent)
"accepted it for the doctor's sake" and five (5.8 per
cent) needed persuasion. At the end of the period of
counselling of 83 clients for whom we have the relevant
information, 20 (24 per cent) said they would accept
centre counselling, and 63 (76 per cent) said they would
not seek counselling outside their doctor's premises.
According to the answers given in the 47 patients'
questionnaires, 21 (44.7 per cent) clients said that they
would seek counselling elsewhere if it were not available
within the practice, 23 (48.9 per cent) would go without
counselling, and three (6.4 per cent) were undecided.
Further, according to the same patients' questionnaires,
most (78.7 per cent) patients would return to counselling
on their own initiative, and only four per cent would not
seek counselling again; 90 per cent said they would
recommend counselling to others, and four per cent
would not.
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Classification of diagnoses
Diagnoses as entered by the doctor for each recorded
attendance were classified under four headings: purely
organic, non-organic, mixed or uncertain, and family
illness. Complete data for both the before and after
counselling periods are available for 55 patients only.
The number of purely organic diagnoses scarcely
changed, but the non-organic diagnoses decreased by 56
per cent and the 'mixed' or 'uncertain' diagnoses (such
as migraine or vague indigestion) by 70 per cent.

Outcome
The results of counselling are notoriously difficult to
assess and we therefore used as many criteria as we

could: surgery attendance figures, prescriptions, and
assessments by the cjoctors, counsellors, and patients.
The numbers of surgery consultations in the six

months preceding referral and in the six months after
the end of counselling are shown in Table 4. The figures
in brackets represent average attendances per patient
and are more relevant than the totals, as the 'after' data
are available for only approximately 75 per cent of all
referrals. Corrected for this factor, the attendance
figures after counselling represent a 31 per cent reduc¬
tion on the corresponding figure before referral.
We found a similar fail in the number of prescriptions

issued (Table 5), but we interpret our figures cautiously

Table 4. Surgery consultations six months before and after
counselling.

Before After

Patient
Spouse
Children

326(4.5)
92 (3.8)

109(4.4)

172(3.1)
27 (0.4)
50 (0.8)

Figures in brackets show the average number of attendances per
patient.

Figures in brackets show the average number of prescriptions per
patient.

because they are so incomplete (there were only 60
patients for whom complete data are available for the
whole period).

Subjective assessments of the results of counselling
are shown in Figure 1.

Figure 1. Subjective assessment on termination of counselling. (Figures on columns are percentages).

XW//M Very much improved/helped
Somewhat improved/helped

Helped a little

Not improved

Not helped at all

Deteriorated

By counsellor By doctor
SN^sS

By client
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The total number of counselling sessions for 83 re¬

ferrals for whom the relevant figures are available was

1,282; 130 appointments (1.6 per referral) were not kept
by the clients. The average number of sessions per
referral was 15.4 (range 1-114), joint interviews (couples
attending together) being counted as one session. In 66
cases counselling was terminated by mutual agreement
between the counsellor and the client. Thirteen cases
were referred to other agencies, chiefly psychiatric.
Nineteen clients terminated counselling on their own

initiative without discussion, four after one session
only, and five after two sessions. Apart from one case

(19 sessions) none of the remainder of the group had
more than eight sessions. Nearly half of the 19 were

judged not to have improved.
On the other hand, the group of 18 clients with over

25 interviews appears to include a relatively high pro¬
portion of joint referrals (six) and a high proportion of
the eventual secondary referrals (five) to other agencies.
Of this group also (which with counselled spouses
numbered 24 clients), 22 were classed as either very
much or somewhat improved and only two (both being
joint referrals where one partner in each couple im¬
proved) as not improved. In all cases except one,
counselling was terminated by mutual agreement.

If we accept the unilateral stopping of counselling by
the client and the 'not improved' assessment as criteria
of the unsuccessful outcome of counselling, we suggest
that:

1. The unilateral stopping of counselling expresses the
client's dissatisfaction with the process.
2. A degree of correlation exists between the length of
counselling and the quality of its outcome.
3. Joint referrals, where applicable, are more likely to
lead to long-term successful counselling, thus confirm-
ing one of the conclusions of the 1975 report of the
Marriage Guidance Council (Heisler and Whitehouse,
1975).
4. A large proportion of the long-term counselling
group, many of whom had previously been referred to
other agencies, suffer from chronic mental illness; their
post-counselling referrals to highly specialized psycho¬
therapeutic agencies suggest that insight and motivation
have been gained in the process of counselling.

Discussion

One of the first difficulties we encountered in organ¬
izing the study was that of the confidentiality of
records. In marriage guidance work confidentiality is
rigorously observed. The client's name and address are

not divulged even to the counsellor's tutor, whose
function is to supervise the counsellor's work and
discuss individual cases. No information is ever passed
to any outside agency without the client's permission. In
marriage guidance centre counselling the client's per¬
mission is also required before the client's general

practitioner is even informed that counselling is taking
place.

This issue of confidentiality and of the counsellor's
access to medical notes was discussed extensively with
all the participants of the study during the planning
stage. In one group, doctors were so strongly opposed
to allowing the counsellor access to files that the prac¬
tice had to be excluded from the study and eventually
lost its counsellor.
The questionnaires show that in 58 cases the dis¬

cussions between the doctor and the counsellor took
place both before and after the first counselling session;
in 14 cases such discussion was held only before and, in
nine cases, only after the first interview; in three cases
there was no discussion and for four cases there are no

data. In all the practices the counsellor had access to the
medical records. In six the access was direct and in three
the counsellor preferred to channel her enquiry through
the doctor, the medical terminology proving an ob-
stacle. Of 88 cases the files were consulted by the
counsellor in 42, not consulted in 40, and in six cases no

information is available. In all practices termination of
counselling was notified to the doctor concerned.
Communications between the counsellor and other

members of the team proved more tenuous. In three
practices some referrals were initiated by health visitors
and social workers. Discussions with counsellors re¬

vealed that in each practice the greatest number of
referrals came from the doctor who originally invited
the counsellor to the practice. Of the remainder, a

majority of doctors referred patients on a less regular
basis and a minority preferred other methods of treat¬
ment. New trainees had to be introduced to the concept
of counselling and found it easier to accept than the
older non-referring doctors. This agrees with the find¬
ings of Neilson and Knox (1975).

Comparison with marriage guidance centre
counselling
We compared our data with figures in the National
Marriage Guidance Centre reports (Heisler and
Whitehouse, 1975; NMGC, 1978) and in the reports of
the Barnet, Haringey and Hertsmere Marriage Guid¬
ance Council (1975-1978) and, although we do not wish
too much weight to be attached to our results because of
the lack of complete comparability, we think that some
valid conclusions can be drawn. For instance, in the
year 1977/78 the number of cases opened or reopened in
the Barnet, Haringey and Hertsmere area (population
606,000) was 491, which roughly corresponds with 245
cases in the period of six months or four cases per
10,000 population. The corresponding figures for our

study are 88 cases, or roughly 11 cases per 10,000
population. It therefore appears that a client in need of
counselling is almost three times as likely to be chan-
nelled into counselling in general practice than in the
general population.
The average number of interviews per case in the
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Barnet, Haringey and Hertsmere area was 7.7; the
National Marriage Guidance figure is about five
(personal communication), whereas in our study it was
15.4. The difference seems largely attributable to the
relatively high number of clients who come only once in
centre counselling. Although the exact figure of the
latter for Barnet, Haringey and Hertsmere is not avail¬
able, the national figure as given for 1975 by the
National Marriage Guidance Council (Heisler and
Whitehouse, 1975) is 34 per cent, as against nine per
cent in our series. Evidently, the client selected for
counselling by the general practitioner may reach the
first interview with a better motivation and a more

realistic expectation of the counselling process. Unkept
interviews in our study accounted for 9.2 per cent of all
interviews booked. This figure compares favourably
with the approximate figure of 16 per cent for the
Marriage Guidance Council (personal communication).
We can therefore say that surgery counselling wastes a

good deal less of the counsellors' time.
Two interesting points emerging from the study were

the relatively greater number of patients of social classes
4 and 5 finding their way to counselling in general
practice compared with the marriage guidance centres,
and the relatively high referral figure for the 50-59 age
group in surgery counselling, probably reflecting the
high incidence of somatic presentations of emotional
problems in this age group brought to and recognized by
the doctor.

Advantages and disadvantages of surgery coun¬
selling
From the patient's point of view, the advantages of
surgery counselling compared with centre counselling
were the familiar setting and easy access, the personal
recommendation of the counsellor by the trusted doc¬
tor, the co-ordination of counselling with other forms
of treatment, the continuity of care and, last but not

least, the doctor's increased readiness to recognize an

emotional background to somatic symptoms. The rela¬
tive lack of anonymity and privacy at the surgery
premises and the lack of facilities for late evening
counselling appeared as relatively minor disadvantages.
The fact that the counsellor worked on the practice
premises greatly reduced the possibility of the referral
being interpreted by the patient as rejection by the
doctor.

All the interviewed doctors greatly valued the direct
availability of counselling as well as the accessibility of
the counsellor's skill when required without action
referral. They appreciated the relative ease of referral to
a personally known and valued counsellor rather than to
an anonymous person in an outside agency. Following
counselling, the doctor's own communication with the
patient was facilitated and there was less pressure to

prescribe. The doctors' total workload, however, was

not noticeably affected by the inclusion of a counsellor
in the team. Of nine doctors interviewed, five thought

that their workload was unaltered, two admitted some

relief, and two felt that their workload was actually
increased through their greater personal involvement
and through discussions with the counsellor.
From the counsellors' point of view surgery work

held many advantages, such as easy access to the
medical and family history of the clients, the availability
of prompt medical help (particularly important in a

crisis like potential suicide), sharing the responsibility in
difficult cases, a reduced feeling of professional iso¬
lation, control of their own waiting list, feed-back after
termination and, finally, dealing with a pre-selected,
well motivated client, coming because of a personal
recommendation with trust and a fairly realistic expec¬
tation of what counselling was about. A few minor
disadvantages were mentioned, mostly to do with ac¬

commodation. The main problem was the anomalous
position of the counsellor as the only voluntary unpaid
member of the team and as the only professional worker
in the NHS asking for monetary contributions. This
aspect of counselling in general practice needs further
discussions and serious reconsideration.

Conclusions

The results of our study clearly indicate that the in¬
clusion of counsellors in the primary care team has been
a helpful development. The experience of those directly
involved indicates that the service, where available, is
increasingly used and any scepticism quickly fades away
as knowledge of the counselling process, experience in
the use of the counsellor, and the scope of counselling
grow. We believe that the inclusion of the subject of
counselling in the postgraduate training syllabus of
general practitioners would be a useful innovation; the
Royal College of General Practitioners (Home Office,
1979) has recognized this need. By the same token,
additional training for surgery counsellors would also
be an advantage in subjects such as medical termin-
ology, drug therapy, and the structure of the NHS.

Should surgery counselling become a widely accepted
practice, something will have to be done about the
position of counsellors, because the increased demand
for counsellors will not be met by voluntary workers
and a method will have to be devised for paying them.
All the doctors interviewed by us expressed strong
opinions on this point and suggestions were made of
providing some of the funds required by listing coun¬

sellors as receptionists or secretaries and thus attracting
part reimbursement of their salaries. It is regrettable
that such underhand methods for providing a valuable
service to NHS patients should even have to be
considered.
The results of our study of pilot schemes of surgery

counselling organized by dedicated general practitioners
and farsighted marriage guidance councils indicate that
this service fills a definite need and could be considered
for extension nationally.
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Complications with clofibrate
This is a further report on the mortality amongst men in
the WHO co-operative trial of the primary prevention
of ischaemic heart disease (IHD) by clofibrate. Mean
observation was 9*6 years, 5-3 in the trial and 4 3
afterwards; 911 deaths are recorded in 150,000 man-
years. There were 25 per cent more deaths in the
clofibrate-treated group than in the comparable, high
serum cholesterol control group (p<0 01), and there
was an excess in the treated group in all the three
participating centres. Mortality from all causes was
higher in the treated group than in the high cholesterol
controls during the trial, equal in the first two years
after leaving the trial, but higher again after that. No
one disease accounted for the overall excess: the treated
group had more deaths from IHD, stroke, cancer, and
other major diseases, though most of these differences
were not individually significant. There was no excess in
deaths due to accidents and violence. There was also a
significant excess in the death rate from all causes, and
from causes other than IHD, in the treated group
compared with the second, low cholesterol control
group. No relationship could be shown between the
excess mortality and cholesterol reduction, or the length
of time on clofibrate. Explanation of the excess mor-
tality is not apparent: a long-term toxic effect of
clofibrate, the possible consequences of reducing body
cholesterol pools and, remotely, chance, must all be
considered.
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ACCOMMODATION
Charges for college accommodation are reduced
for members (i.e. fellows, members and associ-
ates). Members of overseas colleges are welcome
when rooms are available. All charges for
accommodation include breakfast and are subject
to VAT. A service charge of 12i per cent is added.
Children aged 12 years and over, when accom-
panied by their parents, can always be accom-
modated; for those between the ages of six and 12
years, two rooms are being made available on a
trial basis. Children under the age of six cannot be
accommodated and dogs are not allowed. Resi-
dents are asked to arrive before 18.30 hours to
take up their reservations.

From 1 April 1980, charges will be (per night):
Members Others

Single room £8 £16
Double room £16 £32
Flat 1 £25 £40
Flat 3 (self-
catering with
kitchen) £35 £60
Charges are also reduced for members hiring re-
ception rooms compared with outside organiz-
ations which apply to hold meetings at the
College. All hirings are subject to approval and
VAT is added.

Members Others
Long room £60 £120
John Hunt room £40 £80
Common room and
terrace £40 £80
Kitchen/Dining room £20 £40

Enquiries should be addressed to:
The Accommodation Secretary,

Royal College of General Practitioners,
14 Princes Gate, Hyde Park,

London SW7 1PU.
Tel: 01-581 3232.

Whenever possible bookings should be made well
in advance and in writing. Telephone bookings
can be accepted only between 9.30 hours and
17.30 hours on Mondays to Fridays. Outside these
hours, an Autophone service is available.
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