
Original papers
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analysis of its use and uptake
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SUMMARY
Background. In recognition of the emotional problems
which frequently underlie somatic complaints, practices
increasingly offer counselling as part of their services to
patients. In an inner city practice, a combination of short
term counselling, volunteer befriending, community out-
reach and social work services is offered as a means of
responding to the full range of patients' counselling needs.
Aim. This study set out to establish the use and uptake of
these services.
Method. A retrospective analysis of patients referred for
counselling over one year was carried out.
Results. The analysis identified a broad range of emotional
problems among referred patients as well as problems of a
practical nature. A quarter of the patients referred failed to
keep their initial appointments or to complete their con-
tracts. One fifth of the patients were referred on for longer
term counselling and/or psychotherapy. Subsequent feed-
back revealed that preparation of a patient before referral
was an important factor affecting uptake of counselling.
Conclusion. Early assessment of the use and uptake of
such services is essential if they are to be integrated suc-
cessfully and a counsellor's individual skills employed
effectively.
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Introduction
THE increasing number of counsellors working in general

practice' has coincided with a change in the pattern of prim-
ary health care. Practitioners, by choice and necessity, now work
in a multidisciplinary network.2 Frequently, these networks link
medical care with nursing care, social work and, more recently,
complementary therapies.3 Moreover, patients as well as practi-
tioners now tend to perceive illness as the result of a complex
interaction of social, psychological, physical and environmental
factors.4'5 This change has taken place against a background of
cultural and environmental changes, for instance, the fact that
more varied social and ethnic class groupings now live in the
same area.6 As these changes have occurred, so the need for
counsellors has become widely recognized.7
The literature on counselling in primary health care emphas-

izes the subjective, positive experiences of general practitioners
and counsellors working together.8'10 Research projects, in which
the experiences of social workers with psychotherapeutic skills
and psychotherapists in primary health care are described, also
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emphasize the importance of interdisciplinary collaboration."'12
In addition, various studies have attempted to look at the effect-
iveness of different styles of counselling'3'15 while others have
compared trained staff with non-trained helpers.'61'8

Although these studies have highlighted the value of coun-
selling in general practice there is a pressing need for further
evaluation both of the types of problems being referred and how
they are being met.'9 At present, no standardized training guide-
lines exist for counsellors working in general practice20 and only
recently have generally accepted standards of practice been set.2'
Furthermore, few studies have addressed how practices might
respond more imaginatively to the full breadth of counselling
need.
The aim of the present study was to analyse and assess how a

range of counselling, volunteer befriending, community outreach
and social work services was being employed in an inner city
health centre, as well as how these services might be developed
further.

Method
Marylebone health centre
The Marylebone health centre is a National Health Service gen-
eral practice which emphasizes a multidisciplinary approach to
patient care. In addition to a core team of one full-time and two
part-time general practitioners, a practice nurse, and health visit-
ing and district nursing staff, the centre provides counselling,
complementary therapies (traditional Chinese medicine, mas-
sage, homoeopathy and osteopathy), a community care and out-
reach programme and stress management group activities.
At the time of this analysis, the practice had just under 3700

registered patients. The practice has an 'open door' policy
towards new registrations. It is situated in an area of social
extremes, and attracts a high proportion of underprivileged
patients, as a result of the large number of local bed and break-
fast hotels for homeless families.6 The practice population gener-
ally reflects local demography, although it has relatively more
patients in the 20-29 years age group (31% versus the mean for
the family health services authority of 23%) and fewer patients
over 65 years of age (8% versus 13%). The proportions of male
and female patients are 42% and 58%, respectively; approxi-
mately a quarter of patients are from an ethnic minority back-
ground.

Counselling
The counsellor is trained as a social worker and psychoanalytic
psychotherapist as well as having counselling, stress manage-
ment and family therapy skills. She is employed for nine hours
per week. The usual channel of referral for counselling is directly
from the general practitioner with the patient making an appoint-
ment to see the counsellor through reception. Occasionally, refer-
rals are made by the complementary practitioners following dis-
cussion with the general practitioner and in one or two instances
patients refer themselves. Details of the patient's problems are
written in the patient's notes as well as on a separate referral
form, with a comment on the type of help required. In some
instances, either after the first assessment meeting or after sev-
eral sessions, the counsellor may refer a patient for long-term
psychotherapy or some other service, as appropriate.
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Depending on the nature of the problem, patients are normally
offered a counselling contract of a maximum of six to eight ses-
sions at either the first or second appointment. This can be
extended by mutual agreement as a result of ongoing assessment.
A focus for the work is agreed early on. Each session usually
lasts 50 minutes, but can be shorter. At the end of each session, a
summary is written in the patient's notes which are accessible to
all members of the multidisciplinary team. Patients are made
aware of this and if they wish information to remain confidential,
this wish is normally respected.
A social work student, trainee counsellor and a group of vol-

unteer befrienders, attached to the health centre, provide a wide
range of resources for the counsellor to draw upon. They offer
more flexibility in the amount of contact that is possible with
patients and in the case of the trainee counsellor and social work
student this flexibility also meets their training needs. It also
means that home visiting is possible, an aspect of work not nor-
mally considered part of a trained counsellor's role. Feedback
from homeless families staying in temporary hotel accommoda-
tion and from patients living on their own suggests they particu-
larly value this extended length of involvement.

Analysis
A retrospective analysis was carried out of patients referred for
counselling between September 1989 and August 1990, inclus-
ive. The information compiled included patients' date of birth,
sex, referring general practitioner, date of referral, reason(s) for
referral (as corroborated by the counsellor), and uptake and
length of treatment. General practitioner consultation and referral
rates were calculated by reviewing the practice's appointment
sheets and referral letters over this period.

Results
Referrals
A total of 92 patients were referred by general practitioners for
counselling over the study period and three further patients
referred themselves. Of the total of 2260 patients who consulted
a general practitioner over the analysis period 37.7% were male
and 62.3% were female.
The high number of referrals for counselling and the high

referral rate in the 20-29 years age group reflected the high num-
ber of patients in this age group in the practice (Table 1).
However, patients aged 40-49 years were also more likely to be
referred to the counsellor than patients from other age groups.
The mean referral rate for counselling was 13.5 referrals per
1000 general practitioner consultations and the rates of the three

Table 1. Age distribution of patients on the practice list and of
those referred for counselling, and the referral rate for each age
group.

% of patients

On practice Referred for No. of referrals
list counselling per 1000 GP

Age (years) (n = 3697) (n = 95a) consultations

0-9 12.3 0 0
10-19 7.0 3 10.1
20-29 31.4 38 19.2
30-39 18.9 20 15.1
40-49 10.8 16 19.2
50-59 7.7 11 14.3
60-74 8.1 12 11.1
75+ 3.8 1 1.8

n = total number of patients. 'Includes three self-referrals.

general practitioners ranged from 8.1 to 18.9. In comparison, the
practice made 1.7 referrals per 1000 general practitioner consul-
tations to psychiatric outpatient services over the same period.

Length oftime beforefirst appointment
Of the 95 patients referred for counselling 60% were offered
appointments within a week of referral (including three self-
referrals) and 87% within three weeks. Of the 12 patients seen
after this period four had delayed making an appointment with
the counsellor following referral.

Reasonsfor referral
The primary and secondary reasons for referral were broken
down into the following problem areas: alcoholism, bereave-
ment, depression, financial problem, housing problem, refugee
issue, relationship problem and general stress. Often, these were
defined by the general practitioner at the referral stage and then
confirmed by the counsellor following assessment (Table 2).
Patients were referred either with straightforward practical prob-
lems, such as housing, and/or with a single or combination of
emotional problems. By far the largest numbers of referrals were
for relationship problems (primary reason for 42 patients, 45%),
followed by problems causing general stress (21 patients, 23%),
such as the burden of caring for a handicapped child, mid-life
crises or traumatic experiences. No families or patients with psy-
chotic illness were referred. Of those for whom reasons for refer-
ral were known, 77% were women.

Table 2. Reasons for referral for 93 patients.&

Primary/secondary Number of patients
reason for
referral Men Women Total

Alcoholism 2 0 2
Alcoholism/relationship

problem 0 1 1

Bereavement 2 10 12

Depression 3 5 8
Depression/bereavement 0 1 1

Financial/relationship
problem 1 0 1

Housing problem 0 3 3
Housing problem/
bereavement 0 1 1

Refugee issue 1 0 1

Relationship problem 3 25 28
Relationship problem/

depression 0 3 3
Relationship/housing

problem 0 1 1
Relationship problem/

bereavement 2 3 5
Relationship problem/

general stress 1 4 5

General stress 6 13 19
General stress/

bereavement 0 2 2

Total 21 72 93

'Reason for referral unavailable for two patients.
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Treatment
Of the 95 patients referred, 12 never attended, 12 terminated
their contract prematurely (four missing the final session), three
had their contract reassessed and shortened and the remaining 68
completed their contract. The treatment provided to the 83
patients attending is shown in Table 3. Eleven patients were seen
by the social work student, and two by befrienders and two by a
trainee counsellor, all four following assessment by the counsel-
lor. Nineteen patients were referred for longer term therapy fol-
lowing a period of counselling. Issues that could not be resolved
by short term counselling were usually related to long-standing
problems and almost always concerned relationship problems.
Of the 83 patients who kept their first appointment, 28 were

seen for one session only - these tended to be patients who
wanted practical advice or for whom it was appropriate to make
an immediate referral to another community resource. Thirty
eight patients were seen for between two and five sessions, 12
were seen for six to 10 sessions and five were seen for more than
10. Of those patients who were seen for between six and 10 ses-
sions, two were referred on for longer term counselling and psy-
chotherapy. Feedback from general practitioners suggested that
for all those who were referred on, the initial short term coun-
selling often provided a 'safe space' to begin exploring their
problems and the confidence to continue the exploration in
another setting. Of the 68 patients who completed their contracts,
47 (69%) did so within a 13-week period.

Discussion
The British Association for Counselling defines the counsellor's
task as being 'to give the client an opportunity to explore, dis-
cover and clarify ways of living more resourcefully and towards
greater well being'22 This analysis highlighted the wide range of
problems referred. It also showed that practical advice on self-
help, such as breathing and relaxation techniques or information
about local group resources, was often required. It was therefore
important for the counsellor use her skills flexibly.
The reasons for referral could only be categorized broadly

since different general practitioners tended to emphasize differ-
ent aspects of the patient's problems. For example, although a
separate category of bereavement (following a death) was
included, underlying themes of loss (the end of a relationship,
mid-life crisis) were present in many of the referrals. These may
not have been stated by the general practitioner as a reason for
referral but they were identified during the initial counselling
assessment.

Table 3. Treatment provided to 83 patients.

Number of patients

Treatment Men Women Total

Assessment only 2 4 6
Assessment plus:
Counselling 6 26 32
Counselling and

practical advice8 2 8 10
Counselling and referral
for further counselling/
psychotherapy 2 17 19

Immediate referral
to another resource 1 3 4

Practical advicea 3 7 10
Referral to befriender 2 0 2

'Self-help, such as breathing and relaxation techniques or information
about local group resources.
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A general practitioner would occasionally refer a patient in
order to alleviate pressure on him/herself and gain extra support.
Patients were also sometimes referred if a difficulty in communi-
cation between doctor and patient arose. Feedback both from the
analysis and from individual counsellor-client contacts regarding
the appropriateness of referrals refined the understanding and
collaboration between the general practitioner and counsellor

Given the demand for the counselling service and its limited
resources, emphasis was placed on short-term work as a way of
responding to the needs of as many patients as possible. The
short-term counselling contracts were seen in the context of a
primary health care philosophy of continuing general practitioner
care of the patient. It was therefore accepted by all concerned
that a patient could be referred again at a future date if further
problems arose. However, more than one fifth of patients were
referred on for longer term counselling and/or psychotherapy. It
should be recognized that, even if the counsellor had had addi-
tional skills in cognitive and behavioural therapy, a number of
patients would require further referral.
The analysis showed that 24 of the 95 patients failed to keep

the initial appointment or complete their contract. Although this
group was not followed up specifically, feedback from general
practitioners, the complementary practitioners and from patients
themselves allowed some insight into the reasons for these fail-
ures. A lack of patient preparation by the general practitioners
sometimes appeared to be a factor in patients not attending their
first appointment. Patients were sometimes referred for coun-
selling at a time when they did not feel confident enough to
explore their attitudes, behaviour and feelings. Although they
would respond positively to a general practitioner's invitation to
see a counsellor, it was discovered during subsequent consulta-
tions with the general practitioner that they had not, in fact,
wanted to be referred and so had experienced a sense of rejec-
tion.

For the 12 patients who failed to complete the counselling
contract several factors are relevant. In some instances, patients
commented that they felt better after two or three appointments
and so simply did not return. For others, the style of counselling
was different from what they were expecting. They came want-
ing advice or instant solutions to their problems, when this was
neither appropriate nor possible. Others felt ambivalent about the
opportunity to explore and understand their problems within the
context of a short counselling contract - while they welcomed
the opportunity, they felt unsafe about exploring very personal
struggles, knowing that they might be referred to someone else at
the conclusion of the contract. Four patients missed the final ses-
sion. This may have been related to difficulty in facing the sense
of loss associated with the ending of counselling, even though
patients knew they could be re-referred at a future date.

Following up the patients who did not complete their contract
would have given a better indication of the reasons for default-
ing. It might also have enabled those individuals who missed the
final session to face and contain feelings about the ending and
helped them to deal with similar situations in the future. Since
this analysis, a change in policy has meant that all patients who
do not complete their contracts are contacted and offered the
opportunity to complete the initial agreed number of sessions.
Subsequent discussion has also resulted in better preparation of
patients and a reduction in the number who default.
One aspect of the analysis was to look at the value of having a

spectrum of resources available including a befriending service
provided by patient volunteers.23 The fact that only two referrals
were made to befrienders by general practitioners via the coun-
sellor prompted an appraisal of how this new service was being
used. It transpired that the service's novelty, combined with a
general uncertainty on the part of the general practitioners as to
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what it could offer, resulted in fewer referrals than expected
being made. There is now greater understanding between
befrienders and general practitioners, and this has meant referrals
to befrienders of elderly and isolated patients, in particular, have
increased and the service has become more integrated into the
practice.

It is widely recognized that patients present to general practi-
tioners with a wide range of psychological and social problems7
and that emotional problems frequently underlie presenting
somatic complaints.24 In addition, the relevance of short-term
counselling is now widely accepted in the primary health care
field.21

Patient analysis features centrally in the planning and monitor-
ing of a number of primary health care services. The increased
use of analysis of referrals to counsellors would not only help
training organizations to 'fine tune' their training programmes
but would also provide general practitioners with a better under-
standing of how best to meet their practice's counselling needs.
A similar analysis undertaken in another practice would be

expected to highlight a different set of problems to those reported
here. It is unlikely, however, that a single counsellor in an aver-
age size practice will have the time or expertise to respond to the
full range of patients' counselling needs. Therefore, depending
on what these needs are, general practitioners might consider tak-
ing on other team members, such as those with skills in social
work and befriending, who have a good working knowledge of
local support services and community facilities. This would
ensure the provision of a more comprehensive range of coun-
selling care and support which, with the current emphasis on care
in the community, will almost certainly have an increasingly
important role to play in the future.25
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