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Abstract
There is little or no NHS funding for counselling services in many areas of England. Yet the demand for psychological counselling has increased over the last few years.  We describe a scheme in general practice that provides a work-base environment for student counsellors with funding for counselling supervision and co-ordination.

This paper outlines the scheme and discusses the potential for and limitations to wider application within the NHS. The provision of a training environment for counsellor students is a cost effective option for increasing access of patients to counselling under the NHS.

Counselling Services in Primary Care

It is difficult to assess the extent of the prevalence of mental health disorders in primary care because of difficulties related to their classification (Gray 1988).  In the UK, 76% of patients referred to British Association of Counselling and Psychotherapy (BACP) regulated counsellors had what were defined as ‘clinical’ problems that required counselling therapy (Mellor-Clark et al., 2001). Counselling is ‘a systematic process which gives individuals an opportunity to explore, discover and clarify ways of living more resourcefully, with a greater sense of wellbeing. Counselling may be concerned with addressing and resolving specific problems, making decisions, coping with crises, working through conflict, or improving relationships with others.’ (DH; Treatment Choice in psychological therapies and counselling: evidence based clinical practice guideline; 2001). A patient may ask for medical support to deal with a variety of causes that include alcohol and nicotine addictions. There seems to be a growing need to provide emotional based counselling that would avoid the use of drugs for treatment (Sibbald et al) There is no specific evidence-based treatment for all patients seeking counselling and this poses restrictions in the effective and efficient use of the GP’s time. 

There are many other primary health care professionals currently involved in some form of counselling services in the UK including health visitors and community psychiatric nurses. Research with patients demonstrated that they are more satisfied with formal counselling  than with GP care alone (Simpson et al., 2000), even if only related to the amount of time spent with the counsellor as opposed to the GP. In their systematic review of the literature, Bower and Rowland (2006) have shown that patients are more satisfied by having treatment with a counsellor than with a GP. 

There is an absence of co-ordinated funding or support for primary care counselling within the NHS and provision varies in quality and extent depending on area. The cost of counselling is a significant factor when set against procedures such as heart surgery for which funding competition exists. Counselling in primary care may consequently be provided via volunteer groups or private funding. In general counselling is associated with increased costs hence the dilemma for many practices lies in finding an effective model for counselling within the practice that is cost effective. In fact, counsellors working in primary care may reduce the overall cost of care by causing a decrease in the number of referrals to psychiatrists, and ordering fewer prescriptions (Bower, 2000). However this does translate into direct cost saving related to primary care. It therefore seemed more cost effective to develop a counselling approach that could be provided by counsellors in training. 

The introduction of the new White Paper Trust, Assurance and Safety (2007), has meant that each healthcare counsellor should be supported through membership of an appropriate professional body. The BACP, for example, has recommended that counselling should be provided by counsellors that have completed a Diploma course comprising 450 hours training and it should include a substantial amount of time spent in a work-base learning environment. Trainees on counselling courses are encouraged to join a professional body as student members. 

Developing In-house Counselling Services 

The GP surgery in this report never received funding for NHS counselling and always depended on volunteer services within the local area or patients self funding private counselling.  Volunteer services used a listening approach to therapy and did not always meet the expectations and needs of patients. This limited counselling support meant that most patients were managed mainly by brief GP support and medication.  The surgery therefore looked into an approach for developing an in-house cost effective provision of counselling through the collaboration with Higher Education establishments looking to form partnerships with surgeries as work placements for trainees undertaking a Diploma in Counselling or similar course accredited by the BACP. HE establishments have partnerships with voluntary organisations, hospitals, GP centres, schools, large organisations providing counselling support for employees, police, statutory and the private sector.

The surgery as an HE partnership for training counsellors.

A new, cost-effective model for counselling was proposed based on four volunteer trainee counsellors. The trainees studying in the local area are able to fulfil the requirement of the training course by gaining hands-on experience at the practice. The Diploma in Counselling comprises of one theoretical year and one year of work-based placement. Trainees obtain a certificate after the completion of the first year of training and are already student members of a professional body, and become accredited members after completing 100hrs of counselling under supervision (BACP regulation) which means that this often happens whilst in their placements. 

The BACP stipulated that they needed to have regular practice based support from an experienced counsellor as well as having access to a HE tutor for support. The regular supervision received from an experienced colleague is often funded by the trainees. The partners at the GP surgery decided to set aside surgery funding to support the clinical supervision of students by an experienced counsellor. 

The in-house counselling referral system 

GPs are required to specify the type of problem referred on a standard referral form. Problems that are outside the scope of counsellors such as psychotic depression or suicidal risk are discussed between the counselling co-ordinator and the GP for psychiatric referral. The GP in-house referrals are carefully monitored by the counselling co-ordinator who grades and prioritises them accordingly. The clinical supervisor allocates patients to trainees according to their learning plans which are revised once a month. The model is a six weekly session model using cognitive behaviour therapy (CBT) only focused on one or two specific problems that the patient identified as the key issues. It uses four counselling trainees that alternate ensuring a gender mix on different days of the week so that only two trainees are made available each day. Over a year the trainees see on average 2-3 patients per week and then offer 6 additional sessions of therapy per patient. The model involves a clinical supervisor, a counselling co-ordinator, four trainees in-house and an outside HE tutor (Figure 1).

The role of the clinical supervisor

The clinical supervisor acts as a link between the HE tutor and the trainee whilst on placement. He/She meets each trainee for 2 hours every month and must produce reports on the performance of each trainee by the end of the trainees’ placement. It is therefore their role to provide regular support for the trainees and be easily accessible at all times. This has meant that the clinical supervisor may be accessed by trainees on a 24 hours basis as a risk management measure. Potential trainees are initially interviewed to assess their level of performance and professional judgement. During the interview the supervisor evaluates each trainee’s learning needs by discussing factual case scenarios to produce an individual learning plan. The trainees are also inducted into the practice and the counselling system. 

The role of the Counselling co-ordinator

One of the initial student counsellors assumed an in house counsellor co-ordinating role in return for use of the premises as part of their own private counselling practice. The in-house counselling co-ordinator administers bookings, referrals from GPs and so forth, and ensures that BACP’s requirements for training are satisfied. The co-ordinator liaises with a GP representative, the practice manager and the administration staff to check that the referral protocols from GPs are appropriate. As opposed to the clinical supervisor, the co-ordinator is based on the premises.

The trainee counsellors

Trainee counsellors provide feedback on the patients, write discharge letters and make brief additions to patient records. The trainees must also submit reports to the University on their work based experience. The practice therefore provides primary care-focused training and a reliable, supportive placement that achieves both service commitment and training requirements.

Figure 1 Diagram of the Counselling Model









Cost Effectiveness of the Model

Only the clinical supervisor is funded by the doctors. The service has been operating on a budget of £17.50 per week (£840/annum) excluding stationery costs and the potential loss of income from room rental of one day a week (£100/week). There was no reimbursement of these costs by the Primary Care Trust overseeing the practice. Although the service commitment offered by the trainees is on a voluntary basis, it is a requirement for the successful completion of the Counselling Diploma and in line with the regulatory guidelines of the BACP. Thus there were benefits for all members of the counselling team.  For the doctors there was a small reduction in personal income of approximately £100/annum offset against what was perceived as a benefit to patients and a potential reduction in consultation length. 

Service Achievements

This service has been in place for four years at the practice and has processed 36 referrals (200 hours) per year (£23 per patient, £4.2 per hour). The feedback from the HE trainee providers, the trainees, the GPs in the practice, the patients and expert counsellors has been very positive with respect to the counselling benefits. Most trainee counsellors have found the experience to be of great value and most requested to stay on for a short period until they had established regular work. The patient drop-out rate is low once the patient had started in counselling. The main issue has been the waiting time to start counselling. The service has been perceived as a victim of its own success and demand has exceeded the counselling hours available.  Waiting lists for counselling are currently between 3 to 12 weeks long. Information on when a patient is going to be seen is made available to all GPs in the practice.  GPs have responded by reducing the number of referrals at periods of long wait. Hence the wait rarely exceeds 3 months. Reinforcing 6 weekly sessions per patient did ensure no patients remained in the system and blocked further referrals.

Discussion and Limitations
Over the last 5 years, there has been a growing need for psychological counselling exempt of medication. Despite absence of NHS funding a much needed counselling model has been established in the surgery. There is very little information in the literature on cost effective counselling provision in GP surgeries. We have shown that this model is low cost, has been running for 3 years without any major problems or complaints from patients, and provides a learning environment for trainees under supervision. It should be noted that the initial screening of trainees’ learning needs during their interview is one of the factors in the success of the scheme, as well as the supervision received from a competent counsellor and in house co-ordination of the scheme. We are currently evaluating the model in terms of its efficacy from the perspective of the GPs in the practice and in terms of patient satisfaction. Primary Care organisations should consider funding such a model of general practice based counselling as it is a low cost model when compared to direct funding of counsellors at approximately £40 per hour. 

All members of the primary care team perceived benefit from the counselling in terms of   improved support for patients and less demand for intervention and appointments with GPs. Nevertheless, there were concerns over counselling waiting time as demand exceeded capacity. The model depends on a supply and demand for work based training placements for counselling students in the local area.  Although it currently feeds from trainees on the counselling Diploma course, it is possible to recruit trainees from BA, or MSc counselling or psychotherapy courses. It is stipulated that trainees are registered with an adequate professional body at a graduate level. 

There were benefits to all members for the counselling model but it remains dependant on the good will and support of the individual counsellors and particularly the counselling co-ordinator and counselling supervisor. There is a balance between time invested and benefits which can easily be disrupted and needs regular review.

The model is transferable to other general practices and the benefits to individual members for the team are dependant on local circumstances. The doctors need to be prepared to accept a reduction in income to fund the service or need to lobby the primary care organisations to provide the modest amount of funding required. Within this practice there was capacity to provide room use in exchange for remuneration, which helped offset the costs. There is a need to provide a space within the practice to accommodate the counselling service. 

It is important that GPs also have a clear understanding of a counselling service’s limitations in the treatment of patients. There is a need to ensure and maintain links with HE and Colleges that provide the courses accredited by the BACP or other relevant professional body. 

 In the future, it is hoped to expand this service provision within the area and to provide a more focused service depending on the needs of the patients through the formation of, for example, an anxiety group, or a self esteem group. 
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