
EDITORIALS

Measuring outcome in counselling: a brief
exploration of the issues

'We shall not cease from exploration
And the end of all our exploring
Will be to arrive where we started
And know the place for the first time.'

T S Eliot'

flJHENEVER I visit my doctor I am conscious of a desire to
vvbe allowed more of that wise and kindly man's attention

than the current problem seems to justify. I suppose that on those
occasions I am experiencing what Balint called 'the drug, doctor'
- that concentrated and dependent transference so cruelly cur-
tailed by the 10-minute consultation and by awareness of the
needs of so many others.2

Since the time of Balint's psychodynamic insights - a period
that has seen the development of several alternative counselling
perspectives, such as Rogers' humanistic psychology,3 Beck's
cognitive work,4 and family systems theory deriving from the
ideas of Bateson5- the importance of the quality of human
interaction during therapeutic encounters has gradually become
accepted. At the same time, concepts about what situations are
appropriately medical have extended to include all kinds of psy-
chosocial problems, particularly in the field of general practice.

In response to such an extension of responsibility it could be
argued that general practitioners ought to acquire counselling
skills and themselves offer extra time outside surgery hours; or
else include some concentrated counselling in the 10-minute con-
sultation that already accommodates history taking, examination,
health promotion, computer operation, and the rest. An altern-
ative solution might be to wean people from dependence upon
'the drug, doctor', while providing instead 'the drug, counsellor',
represented by an additional clinician, professionally trained to
focus upon emotional need and distress, and in certain circum-
stances to address psychological disturbance in the hope of facil-
itating its alleviation.

This debate has been intruded upon by a political and eco-
nomic ideology of commoditization which perceives clinical
relationships in terms of commerce and production. The expres-
sion of this ideology expects justification for the employment of
professional counsellors through the measurement of outcomes
that might be seen as analogous to the results of more concrete
interventions like surgery or drug treatment. Nevertheless, the
issue of outcomes has for some time concerned the related pro-
fessions of counselling and psychology. In 1952, Eysenck pub-
lished a study suggesting that the rate of improvement of symp-
toms following either psychodynamic or eclectic psychotherapy
was no better than that of spontaneous improvement: about two-
thirds.6 His conclusions have been criticized on methodological
grounds, Lambert7 finding only a 43% rate of spontaneous
improvement. The search continues for credible methodologies
that might allow legitimate conclusions about counselling out-
comes.

Smith and Glass developed a method of meta-analysis of pre-
vious outcome studies using a statistical measure called effect
size, expressed in units of standard deviation, sometimes con-
verted into percentages.8 Assembling 375 studies they concluded
that the average counselled client was 'better off than 75% of
untreated controls'.9 A replication meta-analysis using 475 con-
trolled studies found the effect size to be 80%,'° and Shapiro and

Shapiro found similar results.'1 Eysenck's position has, however,
been supported by Rachman and Wilson.'2

Counselling research poses particular difficulties, for example:
what exactly should be measured when different theoretical per-
spectives may assess improvement in different ways? Should
each form of counselling be tested on its own terms, or should
they all compete against a common measure of success? Are
some problems more responsive to specific orientations of psy-
chotherapy? How should the wide extent of patients' problems
be categorized? Is it important to include a placebo group, and if
so, how? At what intervals from the end of counselling should
follow-up measures be applied in case of relapse? Difficulties
such as these have been addressed in different ways and have led
to a lack of uniformity in the construction of outcome studies. It
is debatable whether the blanket calculations of meta-analysis
smooth out such incongruities or enhance their effect.

Glass and Kliegl's meta-analysis makes an attempt to compare
the outcomes of different forms of counselling.'0 The results
suggest the relative superiority of cognitive over psychodynamic
therapy, and of both over undifferentiated counselling, measured
by effect size.'0 In a review of research on individual therapy,
Barkham offers some examples of more focused, prospective
work.'3 He mentions studies of anorexia nervosa and bulimia by
Hall and Crisp'4 and Freeman and colleagues,'5 comparing dif-
ferent therapeutic interventions. He also mentions the Sheffield
psychotherapy project'6 in which a reverse cross-over trial of
prescriptive (cognitive-behavioural) against explorative (experi-
ential-psychodynamic) psychotherapy with 40 patients indicated
a slight advantage in favour of prescriptive work. The efficacy of
cognitive therapy in depression is supported by the work of
Fennel and Teasdale,'7 and in anxiety by Butler and colleagues.'8

King and colleagues propose a controlled trial of the outcomes
of counselling in general practice, using a method of stratifica-
tion to allow for differences in the severity of patients' disturb-
ance.'9 A pilot study of 24 patients using three questionnaires
and a clinical interview, with measurements at entry, 12 weeks
and six months, appeared to indicate that further controlled work
would be feasible.'9 The authors were impressed by the severity
of distress they found among patients seeing a counsellor.

Orchard has pointed out some major conceptual difficulties in
interpreting outcome measures applied to health care.20 She lists
some of the difficulties: 'Outcomes are multidimensional. Most
outcomes are qualitative. Assessment... will be affected by
timing. Subgroups of diseases may have different outcomes.
Outcomes may not be attributable to specific treatments.'20 If
such difficulties exist in the area of mainstream, biomedical
science, it is likely that interpretation of outcome measures will
be even more complicated in the branch of applied psychology
known as counselling. Counselling is a discipline whose objects
of study are conceptual rather than natural, and its theoretical
derivation is in social, rather than natural, science. After all, a
counsellor is not really analogous to a drug acting with indiffer-
ence upon somebody's biochemical nature.21 Counselling is a
social act, not a chemical behaviour. Politics and economics are
also social sciences, yet often those very market theorists who
exalt judgement by outcome are content to impose ideologically-
driven changes in advance of empirical testing.

For some time now there has been a crisis of truth criteria in
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the social sciences,22-3' and new philosophies and methodologies
are emerging. There is a whole philosophical movement, devoted
to structures of human understanding, which has important rel-
evance to the human meanings of scientific evidence.32 The
sociopolitical contexts of research projects, and the intentions,
ideologies, traditions and interests of both researchers and inter-
preters, are all regarded as relevant data for an open process of
interpretation that emphasizes plurality, uncertainty and philo-
sophical critique.

This is not to say that outcome studies are not important- the
ones that have been done have been immensely important in
stimulating theoretical argument- only that they are unlikely to
be conclusive. The one thing we do know is that people are
increasingly asking for the kind of unhurried, skilled and com-
passionate attention that qualified counsellors are educated to
provide, and it may be that this kind of attention deserves to be
sufficient outcome in itself.

ANTHONY J HAZZARD
General practitioner and counselling psychologist, Stansted
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General practice fundholding: time for a cool
appraisal
THE subject of general practice fundholding arouses strong

passions. Its proponents claim that giving general practi-
tioners control over budgets has resulted in improved efficiency,
greater responsiveness to patients' needs and enhanced quality of
care. Critics of the scheme argue that it leads to widening
inequalities, fragmentation of services and deterioration in rela-
tionships with patients. The government has hailed it as a great
success, claiming that fundholders have proved to be better pur-
chasers than district health authorities with the result that their
patients receive more appropriate services.' In October 1994 the
secretary of state for health announced a further extension of
fundholding so that more patients might benefit. This underlined
the government's confidence in the scheme, but how far is this
confidence justified?

There is no doubt that fundholding is becoming more popular
among general practitioners. Despite strong opposition when it

was initially introduced, the voluntary scheme has grown rapidly
such that in England it now encompasses 1682 fundholding prac-
tices who between them control £2800 million of health service
resources. Their combined practice populations make up 36% of
the population of England2 and this is set to rise again in April
1995. In some parts of England population coverage is already
over 70%. New and even more radical developments include the
'total fundholding' experiments in which some practices hold
budgets for all their patients' health care needs, including acci-
dent and emergency services, medical and psychiatric inpatient
care, and maternity services, which are excluded from conven-
tional fundholding.I

Surveys of general practitioners and anecdotal reports have
shown that many fundholders are convinced that they have
achieved major benefits through their involvement in the
scheme.3-6 However, reports from non-fundholding practices
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