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A B S T R A C T

Background

The prevalence of mental health and psychosocial problems in primary care is high. This review examines the clinical and cost-

effectiveness of psychological therapies provided in primary care by counsellors.

Objectives

To assess the effectiveness and cost effectiveness of counselling in primary care by reviewing cost and outcome data in randomised

controlled trials for patients with psychological and psychosocial problems considered suitable for counselling.

Search strategy

To update the review, the following electronic databases were searched on 25-10-2005: MEDLINE, EMBASE, PsycLIT, CINAHL,

the Cochrane Controlled Trials register and the Cochrane Collaboration Depression, Anxiety and Neurosis (CCDAN) trials registers.

Selection criteria

All controlled trials comparing counselling in primary care with other treatments for patients with psychological and psychosocial

problems considered suitable for counselling. Trials completed before the end of June 2005 were included in the review.

Data collection and analysis

Data were extracted using a standardised data extraction sheet. Trials were rated for quality using CCDAN criteria, to assess the extent to

which their design and conduct were likely to have prevented systematic error. Continuous measures of outcome were combined using

standardised mean differences. An overall effect size was calculated for each outcome with 95% confidence intervals (CI). Continuous

data from different measuring instruments were transformed into a standard effect size by dividing mean values by standard deviations.

Sensitivity analyses were undertaken to test the robustness of the results. Economic analyses were summarised in narrative form.

Main results

Eight trials were included in the review. The analysis found significantly greater clinical effectiveness in the counselling group compared

with usual care in the short-term (standardised mean difference -0.28, 95% CI -0.43 to -0.13, n = 772, 6 trials) but not the long-term
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(standardised mean difference -0.09, 95% CI -0.27 to 0.10, n = 475, 4 trials). Levels of satisfaction with counselling were high. There

was some evidence that the overall costs of counselling and usual care were similar.

Authors’ conclusions

Counselling is associated with modest improvement in short-term outcome compared to usual care, but provides no additional

advantages in the long-term. Patients are satisfied with counselling. Although some types of health care utilisation may be reduced,

counselling does not seem to reduce overall healthcare costs.

P L A I N L A N G U A G E S U M M A R Y

Counselling for psychological and psychosocial problems in primary care

Counselling for psychological problems is better than usual general practitioner care. People who receive counselling in primary care

from a trained counsellor are more likely to feel better immediately after treatment and be more satisfied than those who receive

care from their general practitioner. However, in the long term, counselling is not any better than GP care. Patients are satisfied with

counselling. Although some types of healthcare utilisation may be reduced, counselling does not seem to reduce overall healthcare costs.
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B A C K G R O U N D

The prevalence of mental health and psychosocial problems in

primary care is high (Goldberg 1992), and there are concerns that

service provision by general practitioners (GPs) and the primary

care team is variable, ineffective, and unresponsive to the needs

of patients. There are many different ways of delivering services

for mental health and psychosocial problems (Bower 2005). One

model involves mental health specialists working directly in pri-

mary care to provide psychological therapies. Counsellors have

been involved in this model of service provision.

Counsellors come from different professional backgrounds and

use a variety of treatments on a wide range of clients (Bolger 1989).

However, counselling in primary care is often associated with brief

treatments provided for a wide range of psychosocial problems,

and often based on non-directive or person centred approaches,

or using an eclectic mixture of therapeutic strategies.

The first reports of counsellors working in primary care were pub-

lished in the early seventies (Harray 1975, Anderson 1979). There

is variation in the nature and provision of counselling services be-

tween countries in Europe (Cohen 1979).

Uncontrolled studies (e.g. Harray 1975, Anderson 1979,

Waydenfeld 1980, Coe 1996, Booth 1997, Baker 1998, Keithley

1995) reported positive outcomes such as a reduction in consul-

tation and prescription rates and high levels of patient and pro-

fessional satisfaction. However, the methodological limitations of

these studies has meant that concerns about the efficacy of coun-

selling in primary care remain (Roth 1996).

Counselling has become firmly established in the United Kingdom

National Health Service (NHS). In England and Wales, between

one third and one half of general practices have on site counselling

services provided by a range of mental health practitioners (Sibbald

1993, Mellor-Clark 2001). This ad hoc expansion of counselling

services places increasing demands on a resource limited health

care system and contributes to the uneven distribution of men-

tal health services in primary care (Kendrick 1993). Early studies

suggested that some mental health professionals providing coun-

selling services lacked appropriate qualifications and were referred

problems outside their knowledge (Sibbald 1993), leading to the

suggestion that some individuals may be harmed by counselling (

Corney 1992). However, more recent research has indicated that

concerns about counsellor qualifications and appropriateness of

referral may have been overstated (Mellor-Clark 2001). Neverthe-

less, concerns remain as to whether the development of counselling

in primary care represents a cost-effective use of resources.

O B J E C T I V E S

The primary aim of the review was to examine the evidence base for

the effectiveness and cost effectiveness of counselling in primary

care.

The objectives were:

1. To identify all randomised controlled trials (RCTs) of coun-

selling in primary care.

2. To assess clinical effectiveness by reviewing RCTs of counselling

in primary care for patients with psychological and psychosocial

problems.

3. To assess cost effectiveness by reviewing economic analyses of

RCTs of counselling in primary care for patients with psychological

and psychosocial problems.

M E T H O D S

Criteria for considering studies for this review

Types of studies

Studies published before the end of June 2005 were eligible for

entry in the review. All RCTs were considered for inclusion in the

review.

A distinction can be made between explanatory and pragmatic

RCTs. The former seek to impose the highest practical levels of

control on variables (e.g. length of treatments, expectancy effects)

in order to isolate the key ’active ingredients’ and provide a valid

test of whether a specific intervention is influencing outcome.

Such trials focus on the internal validity of the study. In contrast,

pragmatic trials seek to determine the relative ’value’ of treatments

as they would be provided in routine care settings, and seek to

increase external validity without significantly compromising in-

ternal validity. In primary care, this means that interventions are

not highly standardised, so as to reflect the clinical variation that

exists in routine care contexts. The ’control group’ (’usual care’) is

the mix of interventions that patients would usually receive, and

may include interventions similar to counselling (such as referral

to NHS psychological therapy services). Although lack of control

over these aspects of the trial can make interpretation of findings

complicated, the external validity of study findings is increased and

such studies provide a relevant comparison group for estimates of

cost effectiveness.

Types of participants

Males and females of all ages, consulting a GP with psychological

or psychosocial problems considered suitable for counselling were

eligible for the review.

Traditionally, counsellors have worked with people with situa-

tional or life-adjustment problems rather than mental illness per se,

although referrals will vary depending upon counsellor expertise,

doctor and patient choice and the availability of alternative mental

health services. Although specialist counselling interventions have

been developed for patients with specific problems such as drug

and alcohol counselling, debt counselling, genetic counselling and

abortion counselling, these specialist areas are considered beyond

3Effectiveness and cost effectiveness of counselling in primary care (Review)
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the scope of this review and were excluded. Counselling for so-

matic or psychosomatic problems such as pain and fatigue (Raine

2002) were also excluded from the review.

Counselling has to be provided in primary care settings in order

to be included in the review. Primary healthcare was defined by

the Alma Ata declaration as essential healthcare based on practical,

scientifically sound and socially acceptable methods and technol-

ogy made universally accessible to individuals and families in the

community through their full participation and at a cost that the

community and country can afford to maintain at every stage of

their development in the spirit of self-reliance and self-determina-

tion. Descriptions of the core content of primary care vary (Fry

1994, Starfield 1992), but key aspects include:

1. First contact care, with direct patient access.

2. Care characterised by patient-centeredness, family orientation,

and continuity.

3. A role in the co-ordination of care.

4. A gatekeeping function in relation to access to specialist care.

Counselling interventions in which the counselling was offered in

the patient’s own home were included in the review, if the referral

was from a primary care practitioner.

Types of interventions

As noted above, counselling is a generic term that can be used to

describe a range of mental health and psychosocial interventions

provided in primary care. The precise boundaries of counselling

interventions for the present review are described below.

For the purposes of the review, counselling was not an integral

component of other mental health care activities (e.g. nursing,

medical care) but constitutes a distinct and separate treatment

intervention, offered as a series of sessions, following an assessment

which generates a therapeutic plan.

The definition of counselling used was derived from the British

Association of Counselling and Psychotherapy (BACP 1992).

’Counselling is the skilled and principled use of relationships

which develop self-knowledge, emotional acceptance and growth,

and personal resources. The overall aim is to live more fully and

satisfyingly. Counselling may be concerned with addressing and

resolving specific problems, making decisions, coping with crises,

working through feelings and inner conflict, or improving relation-

ships with others. The counsellor’s role is to facilitate the client’s

work in ways that respect the client’s values, personal resources

and capacity for self determination’.

Counselling may be described using a number of specific terms,

including non-directive, person-centred and process-experiential

(Elliott 2003, Department of Health 2001). In addition, counsel-

lors may use a range of therapeutic techniques including cognitive

behavioural therapy and psychodynamic therapy.

Counselling may be offered by a variety of professionals (e.g. coun-

sellors, community psychiatric nurses (CPNs), practice nurses,

social workers, clinical psychologists, GPs and health visitors).

In this review, there were no specific inclusion or exclusion

criteria related to professional background. However, formal

counselling training was considered essential, to standardise ex-

pertise and practice. Only practitioners with a formal coun-

selling qualification equivalent to BACP accreditation levels

(www.bacp.co.uk/accreditation/index.html) were included in the

review.

Types of outcome measures

Three main types of outcome measure were eligible for inclusion

in the review:

a. mental health symptoms such as depression and anxiety

b. social and occupational functioning

c. patient satisfaction

Both self-report and interviewer-rated measures were eligible for

the review, and measures could use continuous scales or dichoto-

mous categories.

Cost data included:

a. referrals within the NHS

b. referrals to external agencies

c. medication prescribed

d. GP consultations

e. costs of lost production (i.e. time lost from work due to illness)

f. patient costs (such as travel and child care costs associated with

attending treatment)

Search methods for identification of studies

The search strategy used for the original version and first update

of the review is available (Table 1).

Table 1. Original search strategy

Terms

Details of the search for the first version of the review.

1. Electronic searching of databases. A qualified librarian as-

sisted researchers with electronic searches of several databases:
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MEDLINE, EMBASE, AMED, ASSIA, HLPA/HEALTHSTAR,

DHSS DATA, DARE, NHSeed, HELMIS, ECONLIT and

CINAHL. Searches commenced in 1996 and were updated

throughout the review.

2. Specialised databases were searched including PSYCLIT and

COUNSEL.LIT. Searches commenced in 1996 and were updated

throughout the review period.

3. Hugh McGuire, Cochrane Collaboration Depression, Anxi-

ety and Neurosis (CCDAN) Trials Co-ordinator, searched the

Cochrane Controlled Trials Register on the Cochrane Library,

1997; Issue 2. In addition, the CCDAN Review Group trials reg-

ister was searched.

3. Handsearching of a specialist counselling journal was under-

taken by one of the reviewers (NR), in consultation with the Bal-

timore Cochrane Centre, which is co-ordinating the development

of the International Register of Clinical Trials for the Collabora-

tion, including the co-ordination of handsearching efforts.

4. Grey literature (e.g., Conference proceedings, dissertations,

government documents, internal reports, agency reports) was

searched. The grey literature database, SIGLE, was searched elec-

tronically, as was DISS (Dissertations Index).

5. Reference lists from books, journal publications and grey liter-

ature were scanned, and references followed up.

6. Personal communication. The researchers contacted subject

experts and CCDAN members to identify further published or

unpublished controlled trials.

For the updated review, searches were restricted to those databases

judged to be high yield in the first version of the review: MED-

LINE, EMBASE, PSYCLIT and CINAHL, the Cochrane Con-

trolled Trials register and the CCDAN trials register. These

databases were searched using the same keywords, from the date

of the original searches to June 2001.

SEARCH TERMS

The electronic search of databases was comprehensive. The

breadth of the key word search meant that the reviewers identi-

fied many studies that were not controlled trials. The key word

search was deliberately not restricted to methodological key words,

because it was anticipated that some controlled trials would be

missed due to poor indexing. Moreover, given the range of pa-

tients that counsellors treat, and the range of professionals who

offer counselling, a broad search strategy was considered essen-

tial in order to include all relevant trials. DARE (Database of Re-

views of Effectiveness) and NHSeed (NHS Economic Evaluations

database) were searched at the outset of the Review (1996) and
5Effectiveness and cost effectiveness of counselling in primary care (Review)
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again in 1998. Both databases are produced by the NHS Centre

for Reviews and Dissemination at York, England.

MEDLINE

(1966 - 1995)

1 = family-practice

2 = primary-health-care#

3 = primary adj care

4 = counseling

5 = psychotherapy#

6 = psychology-clinical

7 = 1 or 2 or 3

8 = 4 or 5 or 6

9 = 7 and 8

(1977 - 1997)

1 = psychotherapy

2 = general practice

3 = 1 and 2

(1/97 - 1/98)

1 = family-practice

2 = primary-health-care#

3 = primary adj care

4 = counseling

5 = psychotherapy#

6 = psychology-clinical

7 = 1 or 2 or 3

8 = 4 or 5 or 6

9 = 7 and 8

(1/98 - 6/01)

1 = family-practice

2 = family practice

3 = general practice

4 = general practitioner$

5 = primary-health-care#

6 = primary health care

7 = primary care

8 = counseling#

9 = psychotherapy#

10 = psychotherap$

11 = psychology-clinical

12 = 1 or 2 or 3 or 4 or 5 or 6 or 7

13 = 8 or 9 or 10 or 11

14 = 12 and 13

HLPA/HEALTHSTAR
6Effectiveness and cost effectiveness of counselling in primary care (Review)
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(1975 - 1996)

1 = family practice

2 = primary-health-care#

3 = primary adj care

4 = counseling

5 = psychotherapy#

6 = psychology-clinical

7 = 1 or 2 or 3

8 = 4 or 5 or 6

9 = 7 and 8

EMBASE

(1988 - 6/01)

1 = primary adj care

2 = primary-health-care#

3 = general-practice or general-practitioner

4 = counseling#

5 = psychotherapy#

6 = clinical-psychology

7 = 1 or 2 or 3

8 = 4 or 5 or 6

9 = 7 and 8

DHSS-DATA

(1983 - 1995)

1 = primary-care

2 = general practice or general-practitioners

3 = primary-care-nurs$

4 = primary-health-care-teams

5 = general-practice-attachment-schemes

6 = counselling

7 = counselling-by-nurse

8 = counsellors

9 = counselling-services

10 = marriage-guidance-counselling

11 = psychotherapy

12 = behaviour-therapy

13 = brief

13 = brief adj psychotherapy

14 = marital-therapy

15 = supportive-therapy

16 = psychotherapists

17 = brief psychotherapy

18 = 1 or 2 or 3 or 4 or 5

19 = 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or

17

20 = 18 and 19
7Effectiveness and cost effectiveness of counselling in primary care (Review)
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ASSIA (Applied Social Sciences Index and Abstracts)

(1987 - 1995)

1 = primary adj care

2 = primary-health-care

3 = general-practice or general practitioners

4 = counselling

5 = brief-counselling

6 = marriage-guidance

7 = psychotherapy

8 = behaviour-therapy

9 = brief-therapy

10 = client-centred-therapy

11 = cognitive-therapy

12 = developmental-therapy

13 = marital-therapy

14 = interpersonal-psychotherapy

15 = 1 or 2 or 3

16 = 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14

17 = 15 and 16

AMED (Allied and Alternative Medicines)

(1985 - 1995)

1 = primary adj care

2 = general adj (practice or practitioner$1)

3 = family practice

4 = counselling or counsellors

5 = psychotherap$

6 = clinical adj psychology

7 = 1 or 2 or 3

8 = 4 or 5 or 6

9 = 7 and 8

PSYCLIT

(Journal articles 1974 - 1990; 1991 - 6/01)

(Chapters & Books 1/87 - 6/01)

1 = counselling

2 = group-counselling

3 = marriage-counselling

4 = microcounselling

5 = premarital-counselling

6 = psychotherapeutic-counselling

7 = rehabilitation-counselling

8 = counsel$

9 = conjoint-therapy

10 = family-therapy

11 = social-casework
8Effectiveness and cost effectiveness of counselling in primary care (Review)
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12 = 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11

13 = primary-health-care

14 = primary health care

15 = primary care

16 = general-practitioners

17 = family-medicine

18 = family-physicians

19 = family practice

20 = general practice

21 = 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20

22 = 12 and 21

PSYCLIT

(Journal articles 1974 -1990; 1991 - 12/97)

(Chapters & Books 1/87 - 12/97)

1 = medical-psychology

2 = clinical-psychology

3 = health-care-psychology

4 = clinical psychologist

5 = counsel$

6 = 1 or 2 or 3 or 4 or 5

7 = primary-health-care

8 = primary health care

9 = primary care

10 = general-practitioners

11 = family-medicine

12 = family-physicians

13 = family-practice

14 = general practice

15 = 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14

16 = 6 and 15

DISS (Dissertation Abstracts Online)

(1861 - 1997)

1 = primary care

2 = primary health care

3 = general practice

4 = general practitioner$

5 = family practice

6 = 1 or 2 or 3 or 4 or 5

7 = counsel$

8 = psychotherap$

9 = marital therapy

10 = 7 or 8 or 9

11 = 6 and 10

SIGLE (Science for Information on Grey Literature in Europe)

(1980 - 09/97)
9Effectiveness and cost effectiveness of counselling in primary care (Review)
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1 = primary care

2 = primary health care

3 = general practice

4 = general practitioner$

5 = family practice

6 = counsel$

7 = psychotherap$

8 = marital therapy

9 = 1 or 2 or 3 or 4 or 5

10 = 6 or 7 or 8

11 = 9 and 10

COUNS.LIT (Counselling Literature)

(Website search January 1998)

Personal communication with the Director of the Counselling

in Primary Care Trust recommended three keywords to cover all

RCTs of counselling in primary care. These included

1 = randomised controlled trial

2 = outcome

3 = effectiveness

Two separate searches were undertaken, the first using ’outcome

or effectiveness’ as multiple words to find in the keyword field,

the second using ’randomised controlled trial’ as multiple words

to find the keyword field.

HELMIS (Health Management Information Service)

(1984 - 1998)

1 = family-therapy

2 = psychotherap$

3 = counselling

4 = counsel$

5 = counselling$.key

6 = group-therapy

7 = behaviour-therapy

8 = marriage-guid$

9 = 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8

10 = primary-health-care$

11 = general-pract$

12 = gp$

13 = social-work$

14 = cpn$

15 = community-psychiatric$

16 = health visit$

17 = 10 or 11 or 12 or 13 or 14 or 15 or 16

18 = 9 and 17
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(1984 - 1998)

1 = primary-health-care

2 = general-pract$

3 = 1 or 2

4 = clinical and psychology

5 = behaviour-therap$

6 = psychotherapy

7 = cognitive and behaviour$

8 = 4 or 5 or 6 or 7

9 = 3 and 8

ECONLIT (Economic Literature)

(1969 - 3/98)

1 = family-practice

2 = family physician$

3 = general practice

4 = general practitioner$

5 = primary care

6 = primary health care

7 = counsel$

8 = psychotherap$

9 = 1 or 2 or 3 or 4 or 5 or 6

10 = 7 or 8

11 = 9 and 10

CINAHL (Nursing and Allied Health)

(1982 - 6/01)

1 = counseling#

2 = counsel$

3 = psychotherapy#

4 = psychotherap$

5 = clinical psycholog$

6 = primary-health-care

7 = primary health care

8 = primary care

9 = family-practice

10 = family practice

11 = physicians-family

12 = family physician$

13 = general practice

14 = general practitioner$

15 = 1 or 2 or 3 or 4 or 5

16 = 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14

17 = 15 or 16

COCHRANE CONTROLLED TRIALS REGISTER

(2001, Issue 2)
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Table 1. Original search strategy (Continued)

1 = counseling

2 = counselling

3 = primary-care

4 = primary care

5 = general practice

6 = 1 or 2 7 = 3 or 4 or 5

8 = 6 and 7

Hugh McGuire also searched the CCDAN Register of RCTs and

CCTs from handsearched journals using the keywords counselling

and primary care (last searched 6/01).

For the second update of the review, searches were conducted (on

25-10-2005) on MEDLINE, EMBASE (Table 2), PsycINFO (

Table 3), CINAHL (Table 4), the Cochrane trials register (Table 5)

and the CCDAN trials register (Table 6). The MEDLINE search

strategy is shown below.

Table 2. EMBASE search strategy

Terms

1 exp COUNSELING/

2 exp Psychotherapy/

3 counsel$.mp.

4 supportive therapy.mp.

5 humanistic.mp.

6 client centred.mp.

7 client orientated.mp.
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8 client centered.mp.

9 non-directive.mp.

10 nondirective.mp.

11 experiental.mp.

12 insight oriented.mp

13 insight orientated.mp.

14 client oriented.mp.

15 person centred.mp.

16 person centered.mp.

17 person oriented.mp.

18 person orientated.mp.

19 nonprescriptive.mp.

20 non prescriptive.mp.

21 non-prescriptive.mp.

22 rogerian.mp.

23 client orientated.mp.

24 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or

13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 or 21 or 22 or 23

25 exp Ambulatory Care/

26 exp Community Health Services/

27 exp Community Mental Health Centers/

28 exp Family Practice/

29 exp Primary Health Care/

30 exp Private Practice/

31 (ambulatory adj care).mp.

32 (ante-natal adj care).mp.

33 (antenatal adj care).mp.

34 ante-natal clinic.mp.

35 antenatal clinic.mp.

36 community health care.mp.

37 community mental health care.mp.

38 (family adj pract$).mp.

39 (family adj doctor$).mp.

40 (general adj pract$).mp.

41 (ambulatory adj care).mp.

42 ambulatory health care.mp.

43 community health.mp.

44 primary care.mp.

45 primary health care.mp.

46 private pract$.mp.

47 25 or 26 or 27 or 28 or 29 or 30 or 31 or 32 or 33 or 34 or 35

or 36 or 37 or 38 or 39 or 40 or 41 or 42 or 43 or 44 or 45 or 46

48 controlled study.de.

49 clinical trial.de.

50 major clinical study.de.

51 randomized controlled trial.de.

52 double blind procedure.de.

53 clinical article.de.

54 random$.mp.

55 compar$.mp.

56 control$.mp.

57 follow up.mp.
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Table 2. EMBASE search strategy (Continued)

58 ((singl$ or doubl$ or tripl$ or trebl$) adj (blind$ or mask$ or

dummy)).mp.

59 placebo$.mp.

60 (clinic$ adj (trial$ or study or studies$)).mp.

61 48 or 49 or 50 or 51 or 52 or 53 or 54 or 55 or 56 or 57 or 58

or 59 or 60 (4586969)

62 human.de.

63 nonhuman.de.

64 62 and 63

65 63 not 64

66 61 not 65

67 24 and 47 and 66

Table 3. PsycInfo search strategy

Terms

1 exp COUNSELING/

2 exp Psychotherapy/

3 counsel$.mp.

4 supportive therapy.mp.

5 humanistic.mp.

6 client centred.mp.

7 client orientated.mp.

8 client centered.mp.

9 non-directive.mp.

10 nondirective.mp.

11 experiental.mp. [

12 insight oriented.mp.

13 insight orientated.mp.

14 client oriented.mp.

15 person centred.mp.

16 person centered.mp.

17 person oriented.mp.

18 person orientated.mp.
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19 nonprescriptive.mp.

20 non prescriptive.mp.

21 non-prescriptive.mp.

22 rogerian.mp.

23 client orientated.mp.

24 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or

13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 or 21 or 22 or 23

25 exp Ambulatory Care/

26 exp Community Health Services/

27 exp Community Mental Health Centers/

28 exp Family Practice/

29 exp Primary Health Care/

30 exp Private Practice/

31 (ambulatory adj care).mp.

32 (ante-natal adj care).mp.

33 (antenatal adj care).mp.

34 ante-natal clinic.mp.

35 antenatal clinic.mp.

36 community health care.mp.

37 community mental health care.mp.

38 (family adj pract$).mp.

39 (family adj doctor$).mp.

40 (general adj pract$).mp.

41 (ambulatory adj care).mp.

42 ambulatory health care.mp.

43 community health.mp.

44 primary care.mp.

45 primary health care.mp.

46 private pract$.mp.

47 25 or 26 or 27 or 28 or 29 or 30 or 31 or 32 or 33 or 34 or 35

or 36 or 37 or 38 or 39 or 40 or 41 or 42 or 43 or 44 or 45 or 46

48 random$.mp.

49 ((singl$ or doubl$ or trebl$ or tripl$) adj25 (blind$ or dummy

or mask$)).mp.

50 placebo$.mp.

51 crossover.mp.

52 assign$.mp.
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Table 3. PsycInfo search strategy (Continued)

53 allocat$.mp.

54 ((clin$ or control$ or compar$ or evaluat$ or prospectiv$)

adj25 (trial$ or studi$ or study)).

55 exp placebo/

56 exp treatment effectiveness evaluation/

57 exp mental health program evaluation/

58 exp experimental design/

59 48 or 49 or 50 or 51 or 52 or 53 or 54 or 55 or 56 or 57 or 58

60 animal.po.

61 (human or inpatient or outpatient).po.

62 60 and 61

63 60 not 62

64 59 not 63

65 24 and 47 and 64

Table 4. CINAHL search strategy

Terms

1 exp COUNSELING/

2 exp Psychotherapy/

3 counsel$.mp.

4 supportive therapy.mp.

5 humanistic.mp.

6 client centred.mp.

7 client orientated.mp.

8 client centered.mp.

9 non-directive.mp.

10 nondirective.mp.
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11 experiental.mp.

12 insight oriented.mp.

13 insight orientated.mp.

14 client oriented.mp.

15 person centred.mp.

16 person centered.mp.

17 person oriented.mp.

18 person orientated.mp.

19 nonprescriptive.mp.

20 non prescriptive.mp.

21 non-prescriptive.mp.

22 rogerian.mp.

23 client orientated.mp.

24 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13

or 14 or 15 or 16 or 17 or 18 or 19 or 20 or 21 or 22 or 23

25 exp Ambulatory Care/

26 exp Community Health Services/

27 exp Community Mental Health Centers/

28 exp Family Practice/

29 exp Primary Health Care/

30 exp Private Practice/

31 (ambulatory adj care).mp.

32 (ante-natal adj care).mp.

33 (antenatal adj care).mp.

34 ante-natal clinic.mp.

35 antenatal clinic.mp.

36 community health care.mp.

37 community mental health care.mp.

38 (family adj pract$).mp.

39 (family adj doctor$).mp.

40 (general adj pract$).mp.

41 (ambulatory adj care).mp.

42 ambulatory health care.mp.

43 community health.mp.

44 primary care.mp.

45 primary health care.mp.
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Table 4. CINAHL search strategy (Continued)

46 private pract$.mp.

47 25 or 26 or 27 or 28 or 29 or 30 or 31 or 32 or 33 or 34 or 35

or

36 or 37 or 38 or 39 or 40 or 41 or 42 or 43 or 44 or 45 or 46

48 clinical trial.pt.

49 exp Clinical trials/

50 (clin$ adj25 trial$).ti,ab.

51 ((singl$ or doubl$ or tripl$ or trebl$) adj25 (blind$ or mask$

or dummy$)).mp.

52 placebos.sh.

53 placebo$.ti,ab.

54 random$.ti,ab.

55 exp evaluation studies/

56 prospective studies.sh.

57 (control$ or prospectiv$ or volunteer$).ti,ab.

58 48 or 49 or 50 or 51 or 52 or 53 or 54 or 55 or 56 or 57

59 24 and 47 and 58

Table 5. CENTRAL search strategy

Terms

Counsel+ in all fields

And

(General Pract* in all fields) or (primary care in all fields)
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Table 6. CCDAN register search strategy

Terms

CCDANCTR-Studies

Intervention = counseling

Setting = General practice or primary care

CCDANCTR-References

Free text = Counsel*

Free text = (“general pract*” or “primary care”)

1 exp COUNSELING/

2 exp Psychotherapy/

3 counsel$.mp.

4 supportive therapy.mp.

5 humanistic.mp.

6 client centred.mp.

7 client orientated.mp.

8 client centered.mp.

9 non-directive.mp.

10 nondirective.mp.

11 experiental.mp.

12 insight oriented.mp.

13 insight orientated.mp.

14 client oriented.mp.

15 person centred.mp.

16 person centered.mp.

17 person oriented.mp.

18 person orientated.mp.

19 nonprescriptive.mp.

20 non prescriptive.mp.

21 non-prescriptive.mp.

22 rogerian.mp.

23 client orientated.mp.

24 combine 1-23

25 exp Ambulatory Care/

26 exp Community Health Services/

27 exp Community Mental Health Centers/

28 exp Family Practice/

29 exp Primary Health Care/

30 exp Private Practice/

31 (ambulatory adj care).mp.

32 (ante-natal adj care).mp.

33 (antenatal adj care).mp.

34 ante-natal clinic.mp.

35 antenatal clinic.mp.

36 community health care.mp.

37 community mental health care.mp.

38 (family adj pract$).mp.

39 (family adj doctor$).mp.

40 (general adj pract$).mp.

41 (ambulatory adj care).mp.
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42 ambulatory health care.mp.

43 community health.mp.

44 primary care.mp.

45 primary health care.mp.

46 private pract$.mp.

47 combine 25-46

48 randomized-controlled-trial.pt.

49 controlled clinical trial.pt.

50 randomized controlled trials.sh.

51 random allocation.sh.

52 double blind method.sh.

53 single blind method.sh.

54 clinical trial.pt.

55 exp Clinical trials/

56 (clin$ adj25 trial$).ti,ab.

57 ((singl$ or doubl$ or tripl$ or trebl$) adj25 (blind$ or mask$

or dummy$)).mp.

58 placebos.sh.

59 placebo$.ti,ab.

60 random$.ti,ab.

61 research design.sh.

62 comparative study.sh.

63 exp evaluation studies/

64 follow up studies.sh.

65 prospective studies.sh.

66 (control$ or prospectiv$ or volunteer$).ti,ab.

67 combine 48-66

68 (animals not human).sh.

69 67 not 68

70 24 and 47 and 69

71 exp Family Practice/

72 limit 71 to yr=1966 - 1995

73 exp Primary Health Care/

74 limit 73 to yr=1966 - 1995

75 (primary adj care).mp.

76 limit 75 to yr=1966 - 1995

77 72 or 74 or 76

78 exp COUNSELING/

79 limit 78 to yr=1966 - 1995

80 exp PSYCHOTHERAPY/

81 limit 80 to yr=1966 - 1995

82 exp PSYCHOTHERAPY/

83 exp Psychology, Clinical/

84 limit 83 to yr=1966 - 1995

85 79 or 81 or 83

86 77 and 85

87 70 not 86

Data collection and analysis

Trial selection

A reviewer (PB) screened the abstracts of all publications obtained

by the updated searches, and judged eligibility from the abstract

or the full paper as required. Disagreement about whether a trial

should be included was resolved by discussion between the review-

ers. Where required, authors were contacted for further informa-

tion.

Data extraction

Data were entered on specially designed data extraction forms by

two reviewers independently (NR and PB). The data on the forms

were collated onto a third form; disagreements were discussed

by the reviewers. The collated data were then entered into the

RevMan software. Missing information was obtained from authors

wherever possible.

Trials excluded from the review were listed in the ’excluded trials’

section together with their reason for exclusion.

Quality rating

Each study was critically appraised by two independent reviewers

(NR and PB) using standard data extraction forms. Their reports

were compared and disagreements resolved by discussion.

The ’quality’ of a trial can be defined as the extent to which its

design and conduct are likely to have prevented systematic errors

or bias. Various scales and checklists exist to assess the quality of

RCTs. Criteria for assessing methodological quality fall into four

general categories: protection against selection, performance, ex-

clusion and detection biases. Because there is no gold standard

for the ’true’ methodological quality of a trial, such scales must

be used with caution. The reviewers assessed the methodological

quality of the included trials using the CCDAN Quality Rating

Scale (QRS). The QRS consists of 23 items, including questions

on sample size, allocation, use of diagnostic criteria, compliance,

attrition and statistical analysis. Designed for use in secondary

care, the scale required adaptation for use with pragmatic trials
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in primary care. The items on blinding of subjects and assessors

were excluded. Blinding of patients to active interventions such as

counselling is not possible, and all trials used self-report measures

for outcomes which made blinding of assessors less relevant. The

question on side effects of treatment was also considered less rele-

vant for non-drug studies.

Each item was scored 0, 1 or 2, which gives a score of between 0

and 40 for the revised version of the scale. There was no specific

cut off QRS score used for inclusion of the study in the review.

However, the ratings on one item (concealment of allocation) were

used in sensitivity analyses (see below).

1. Objectives

0 = objectives unclear

1 = objectives clear but main outcome not a priori

2 = objectives clear and main outcome a priori

2. Sample size

0 = < 50 per group

1 = 51-100 per group

2 = > 100 per group

3. Duration of trial and follow-up

0 = < 3 months

1 = > 3 months and < 6 months

2 = > 6 months

4. Power

0 = not reported

1 = mentioned without details

2 = details of calculation provided

5. Method of allocation

0 = unrandomised and likely to be biased

1 = partial or quasi-randomised with bias possible

2 = randomised allocation

6. Concealment

0 = not done or not reported

1 = partial concealment reported

2 = done adequately

7. Description of treatment

0 = main treatments not clearly described

1 = inadequate details of main or adjunctive treatments

2 = full details of main or adjunctive treatments

8. Blinding of subjects

0 = not done

1 = done, but no test of blind

2 = done and integrity of blind tested

9. Source of subjects, representativeness of sample

0 = source of subjects not described

1 = source of subjects but unrepresentative

2 = source of subjects plus representative sample

10. Diagnostic/inclusion criteria

0 = none

1 = diagnostic criteria or clear inclusion criteria

2 = diagnostic criteria and specification of severity

11. Record of exclusion criteria, exclusions, refusals

0 = criteria and number not reported

1 = criteria or number not reported

2 = criteria and number reported

12. Description of sample demographics

0 = little/no info (only age/sex)

1 = basic details (marital status/ethnicity)

2 = full description (socio-economic status/clinical history)

13. Blinding of assessor

0 = not done

1 = done but no test of blind

2 = done and integrity of blind tested

14. Compliance /attendance for therapy

0 = not assessed

1 = assessed for some experimental treatments

2 = assessed for all experimental treatments

15. Details on side effects

0 = inadequate details

1 = recorded by group but details inadequate

2 = full side effect profiles by group

16. Record of number/reasons for withdrawal by group

0 = no information on withdrawals by group

1 = withdrawals by group without reason

2 = withdrawals and reason by group

17. Outcome measures/use of validated instruments

0 = outcomes not described clearly

1 = some outcomes not clearly described

2 = outcomes described and valid/reliable

18. Group comparability and adjustment in analysis

0 = no information on comparability

1 = some information with adjustment

2 = sufficient information with adjustment

19. Inclusion of withdrawals in analysis (ITT)

0 = not included or reported

1 = withdrawals included by estimation of outcome

2 = withdrawals followed up and included in analysis

20. Results presented with data for re-analysis

0 = inadequate presentation

1 = adequate

2 = comprehensive

21. Appropriate statistical analysis

0 = inappropriate

1 = mainly appropriate

2 = appropriate and comprehensive

22. Conclusions justified

0 = no

1 = partially

2 = yes

23. Declaration of interests

0 = No

2 = Yes

Data analysis

Clinical effectiveness data were analysed using Revman software.
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Generally trials reported multiple outcomes, so the analysis either

used the identified primary outcome measure within each trial, or

the reviewers selected the optimal (i.e. most widely used and vali-

dated) measure of anxiety and depression symptoms, which make

up the bulk of symptoms in patients in primary care (Goldberg

1992, Goldberg 1987). Only one trial imputed values for missing

data and thus the data used in the review were the scores of pa-

tients who successfully completed follow-up. An overall estimate

of treatment effect was calculated for each outcome with 95%

confidence intervals (negative estimates represent results favouring

counselling).

All outcomes used in the analysis were measured on continuous

scales, but different studies used different outcome measures. In

order to provide an overall measure of treatment effect, all data

(even from identical outcome measures) were translated to a stan-

dardised mean difference by dividing the difference in mean values

between treatment and control group by the pooled standard de-

viation. Short-term (1-6 months), long-term (7-12 months) and

very long-term data (> 12 months) were analysed separately. The

primary analysis used a fixed-effect model, but the data were also

analysed using random-effects models as a check on the findings.

Heterogeneity was assessed to examine whether the variation in

treatment effect between trials was greater than that expected by

sampling variation alone (Sutton 1998). The assessment included

the chi-squared test for heterogeneity (with its degrees of freedom

and P-value) and the I-squared statistic measuring the extent of

inconsistency among results. Sensitivity analyses were undertaken

to test the robustness of the results. Publication bias could not be

examined using funnel plot methods (Sutton 2000) because of the

small number of trials. Data were analysed by PB.

Each economic analysis was described narratively using a struc-

tured format which detailed analysis type (e.g. descriptive, cost

minimisation, cost effectiveness, cost utility), utilisation data, out-

come data, duration of follow up, and the main results. In this

section, analyses by the study authors are described in the text as

originally reported. The first author has completed an economic

analysis using individual patient data from some of the included

studies. However, this was an exploratory analysis. The published

results of that individual patient data analysis were reported along

with the individual study results.

R E S U L T S

Description of studies

See: Characteristics of included studies; Characteristics of excluded

studies.

Eight trials were included in the review (Boot 1994, Harvey

1998, Hemmings 1997, Friedli 1997, King 2000, Simpson 2000,

Chilvers 2001, Barrowclough 2001) which were described in 15

separate publications.

The included trials list details the characteristics of the trials, in-

cluding methodological quality, the characteristics of participants,

the characteristics of interventions and outcome measures.

Risk of bias in included studies

1. Objectives. Three trials scored maximum of two because the

objectives were clear and a single main outcome measure was iden-

tified a priori (Friedli 1997, King 2000, Simpson 2000). One trial

identified multiple main outcome measures (Chilvers 2001).

2. Sample size. All trials scored one (51-100 patients per group).

3. Length of follow up. All but two trials scored a maximum of

two for follow up of greater than six months, except two trials (

Harvey 1998, Boot 1994).

4. Power calculation. All but two trials (Boot 1994, Barrowclough

2001) reported a power calculation.

5. Random allocation. All trials scored a maximum two points for

attempting random allocation.

6. Concealment of allocation. Most trials reported the use of sat-

isfactory methods (e.g. sealed opaque envelopes or central ran-

domisation by an independent third party). However, two trials

(Boot 1994, Hemmings 1997) reported problems with conceal-

ment of allocation. In the first trial (Boot 1994), random alloca-

tion was done using a card, which contained details of the ran-

domisation schedule, which was computer generated. Consent-

ing patients were entered into the study and then randomly allo-

cated to treatment or control by the GP peeling a sticker from the

patient allocation card to reveal allocation. Patient numbers and

study allocation were documented on duplicate cards at a univer-

sity site to ensure that GPs were adhering to the randomisation

procedure. The authors reported that one GP had problems with

the allocation procedure but that this was corrected. Shortened

data collection and an imbalance in the computer allocation at the

beginning of the random sequence meant an overall imbalance in

the number of patients allocated to each group (twice as many

patients were allocated to counselling as opposed to GP care).

Further analysis revealed that despite the numerical imbalance in

the groups, no significant differences were found in terms of age,

sex, social class, presenting problems, psychotropic drug use or

psychological disturbance measured by the GHQ. It is possible

that concealment of allocation may have been compromised. In

the second trial (Hemmings 1997), GPs opened a sealed random

selection envelope containing either a counselling or control slip,

in a ratio of 2:1. However, the actual ratio of allocation at the end

of the study was 2.85:1. One GP’s patients were excluded from

the study after he or she referred nine subjects to the counselling

arm and only one to routine treatment (a chance referral ratio of

more than 6:1 was considered unlikely). Again, it is possible that

concealment of allocation may have been compromised.

7. Description of treatment. Most trials reported details of the

main treatments, but only three (King 2000, Simpson 2000,

Barrowclough 2001) scored maximum because of the detail pro-

vided about the GP care or comparison condition.
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8. Blinding of subjects. This item was excluded as it was not rele-

vant to the trials under review.

9. Source of subjects and representativeness of sample. In all cases

volunteer practices were used for recruitment (even when a ran-

dom sample were approached). However, no studies were able to

provide information on the number of eligible patients who were

not asked to enter the study, which limits certainty about repre-

sentativeness. All trials therefore scored identically on this item.

10. Diagnostic/inclusion criteria. Only two trials used specific di-

agnostic criteria (Chilvers 2001, Barrowclough 2001). In so far

as pragmatic trials of counselling in primary care aim to replicate

routine clinical conditions, a range of patients with a range of

problems may be referred for counselling (many of whom will not

have a psychiatric diagnosis). Thus our interpretation of this item

focuses on inclusion, rather than diagnostic criteria. Only four

trials were judged to have given clear inclusion criteria and spec-

ification of severity (King 2000, Simpson 2000, Chilvers 2001,

Barrowclough 2001).

11. Record of exclusion criteria, exclusions, refusals. Four trials

(Friedli 1997, King 2000, Simpson 2000, Barrowclough 2001)

were judged to have provided detailed information on both the

criteria and number of exclusions.

12. Sample demographics. Only four trials (King 2000, Simpson

2000, Chilvers 2001, Barrowclough 2001) were considered to have

given a full description, including socio-economic status and clin-

ical history.

13. Blinding of the assessor. This item was excluded as almost all

trials utilised self-report measures as their main outcomes.

14. Compliance/attendance for therapy. Two trials (Boot 1994,

Chilvers 2001) failed to report the number of counselling sessions

attended by patients.

15. Details on side effects. This item was excluded as it was con-

sidered not relevant to non-medication trials.

16. Records of withdrawals by group . Having addressed the issue

of compliance in item 14, this question was interpreted as with-

drawals from the trial (i.e. attrition). All trials scored the same

as all provided information on withdrawals without reasons for

withdrawal.

17. Validated outcome measures. All trials scored maximum as all

were judged to have used at least one valid and reliable measure.

18. Group comparability and adjustment in the analysis. All trials

provided information on comparability but only four (King 2000,

Simpson 2000, Chilvers 2001, Barrowclough 2001) were judged

to have provided sufficient information and made adequate ad-

justment for baseline differences.

19. Inclusion of withdrawals in the analysis intention-to-treat

(ITT). This was judged to refer to the inclusion of patients who

did not attend for treatment, not patients who failed to be fol-

lowed up for the purposes of research assessment. All trials scored

maximum as none removed patients who had not taken up the

offer of the counselling treatment (although Barrowclough 2001

excluded patients who dropped out during a pre-treatment base-

line period).

20. Results presented with data for re-analysis. All trials scored

maximum except two (Harvey 1998, Hemmings 1997) where

further information was sought in order to carry out the analysis.

21. Appropriate statistical analysis. Three trials (Boot 1994,

Hemmings 1997, Harvey 1998) were judged to be mainly appro-

priate. The remaining trials scored maximum points on this item.

22. Conclusions justified. This was considered to be the case in all

included trials.

23. Declaration of interests. All authors were judged to have de-

clared relevant interests.

Twenty items were scored, each with a maximum of two points.

The scores were as follows:

(Boot 1994) 23

(Harvey 1998) 26

(Hemmings 1997) 27

(Chilvers 2001) 32

(Friedli 1997) 33

(King 2000) 37

(Simpson 2000) 37

(Barrowclough 2001) 34

Items on the QRS are not weighted. However, some are more

likely to be associated with significant bias than others. For exam-

ple, concealment of allocation is generally regarded as crucial to

the validity of controlled trials, whereas length of follow up is a

relevant quality issue, but is not theoretically related to bias. Given

the importance of quality of the randomisation, it was considered

crucial that the randomisation procedure may have been compro-

mised in two trials (Boot 1994, Hemmings 1997). Therefore the

effects of the inclusion and exclusion of these trials were examined

in sensitivity analysis.

Effects of interventions

Types of practitioner

A range of practitioners offered a range of counselling interven-

tions. In seven of the trials, all the professionals had the necessary

qualifications and experience to be accredited by the BACP (Boot

1994, Harvey 1998, Hemmings 1997, Friedli 1997, King 2000,

Simpson 2000, Barrowclough 2001). In one trial, it was not clear

whether all the included counsellors met the criteria for BACP

accreditation (Chilvers 2001), although correspondence with the

authors indicated that a significant proportion did, and all were

highly experienced. This trial also included a comparison group

other than usual care (see below), and this trial was initially ex-

cluded from the analysis of counselling versus ’usual care’ and the

effect of its inclusion examined in sensitivity analysis.

Types of intervention

The interventions offered were broadly compatible with the BACP

definition of counselling. All trials described therapeutic inter-

ventions with individual clients involving face to face contact be-

tween patient and counsellor. Although there were differences in
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the therapeutic models used (e.g. non-directive counselling, psy-

chodynamic counselling, cognitive-behavioural counselling), the

interventions were considered homogenous for the purposes of

analysis.

Types of patients

Two trials restricted entry to patients meeting a certain level of

severity on the Beck Depression Inventory (King 2000, Simpson

2000) and one to patients outside the normal range on the Beck

Anxiety Inventory (Barrowclough 2001). Most trials were limited

to adult patients, but one trial was further restricted to anxious

older adults aged 55 or over (Barrowclough 2001).

In one trial (Simpson 2000), poor recruitment meant that patients

were screened in surgery waiting rooms rather than referred by the

GP. It is possible that these patients would differ from those in

the other trials, possibly having lower levels of distress (although

this was one of the trials that used a severity criterion) and lower

motivation for treatment. In addition, this trial specifically re-

cruited patients with chronic problems, defined as problems of six

months or more. Some of the other trials included a mix of acute

and chronic problems, although two specifically excluded chronic

patients (Boot 1994, Friedli 1997) As no data were available on

the exact mix of acute and chronic patients in each trial, it was

impossible to determine if the patients in the Simpson trial were

qualitatively different. The effect of the exclusion of this trial was

therefore examined in sensitivity analysis.

Types of comparison group

The comparison group in one trial was GP antidepressant treat-

ment, as opposed to usual care (Chilvers 2001). GPs were

given guidelines concerning appropriate antidepressant treatment.

There were no data available concerning the magnitude of the dif-

ferences between GP management of patients in this group and

’usual care’, although correspondence with the authors suggested

that the former involved higher rates of antidepressant use than

usual care, and also involved the expectation of antidepressants on

the part of both patients and GPs. As stated above, this trial was

initially excluded from the analysis of counselling versus ’usual

care’ and the effect of its inclusion examined in sensitivity analysis.

Two trials reported comparisons of counselling with cognitive-

behavioural therapy (King 2000, Barrowclough 2001). One study

examined adults with depression and mixed anxiety and depression

(King 2000), while the second was restricted to older adults with

anxiety diagnoses (Barrowclough 2001). These trials were treated

separately in the analysis.

Mental health outcomes

There were six trials reporting short-term outcomes and utilising

’usual care’ as a comparison. Patients receiving counselling had

significantly lower psychological symptom scores than patients

receiving ’usual care’ (overall standardised mean difference -0.28,

95% CI -0.43 to -0.13, n = 772). The effect size was slightly

reduced when the study using GP antidepressant treatment was

included (overall standardised mean difference -0.24, 95% CI -

0.38 to -0.10, n = 855).The results were similar when the two

trials with inadequate allocation procedures were excluded (overall

standardised mean difference -0.27, 95% CI -0.45 to -0.09, n =

510). The superiority of counselling rose in magnitude when the

one study examining chronic patients only was excluded (overall

standardised mean difference -0.36, 95% CI -0.53 to -0.19, n =

611) and when the inadequate allocation and chronic patient trials

were all excluded (overall standardised mean difference -0.41, 95%

CI -0.62 to -0.19, n = 349). When the trial with chronic patients

was considered alone, counselling was no more effective than usual

care (overall standardised mean difference 0.00, 95% CI -0.31 to

0.31, n = 161).

There were four trials reporting long-term outcomes and utilis-

ing ’usual care’ as a comparison. Patients receiving counselling did

not differ in psychological symptom scores compared to patients

receiving ’usual care’ (overall standardised mean difference -0.09,

95% CI -0.27 to 0.10, n = 475). The results were similar when

the study using GP antidepressant treatment was included (over-

all standardised mean difference -0.05, 95% CI -0.23 to 0.12, n

= 540), when the trial with inadequate allocation was excluded

(overall standardised mean difference -0.10, 95% CI -0.31 to 0.10,

n = 375), when the study examining chronic patients only was ex-

cluded (overall standardised mean difference -0.11, 95% CI -0.34

to 0.11, n = 332) and when the inadequate allocation and chronic

patient trials were both excluded (overall standardised mean dif-

ference -0.15, 95% CI -0.40 to 0.11, n = 232). When the trial with

chronic patients was considered alone, counselling was no more

effective than usual care (overall standardised mean difference -

0.03, 95% CI -0.36 to 0.30, n = 143).

There was one trial reporting very long term outcomes (Simpson

2000). This trial included chronic patients only. Patients receiving

counselling did not differ in terms of lower psychological symp-

tom scores than patients receiving ’usual care’ (overall standardised

mean difference -0.03, 95% CI -0.41 to 0.34, n = 109).

In the single trial comparing counselling with GP antidepressant

treatment, there were no significant differences in outcome in

either the short (standardised mean difference 0.04, 95% CI -0.39

to 0.47, n = 83) or long-term (standardised mean difference 0.17,

95% CI -0.32 to 0.66, n = 65).

One trial compared counselling with cognitive-behaviour therapy

in depressed patients. There were no significant differences in out-

come either in the short (standardised mean difference -0.02 95%

CI -0.28 to 0.24, n = 229) or long-term (standardised mean dif-

ference 0.13, 95% CI -0.14 to 0.41, n = 209). One trial compared

counselling with cognitive-behaviour therapy in anxious older pa-

tients. There were no significant differences in outcome in the

short term (standardised mean difference 0.53 95% CI -0.09 to

1.14, n = 43), long term (standardised mean difference 0.47 95%

CI -0.18 to 1.12, n = 39) or very long term (standardised mean

difference 0.49, 95% CI -0.16 to 1.14, n = 39).

Three trials reported social function outcomes using the same so-

cial function measure (Cooper 1982). Patients receiving coun-

selling did not differ in overall social function compared to pa-
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tients receiving ’usual care’ at either short-term (overall standard-

ised mean difference -0.09, 95% CI -0.29 to 0.11, n = 386), long-

term (overall standardised mean difference -0.12, 95% CI -0.33

to 0.08, n = 369) or very long term (overall standardised mean

difference -0.18, 95% CI -0.56 to 0.20, n = 109).

The results of the random-effects models were similar to the fixed-

effects analyses in terms of the magnitude of the treatment effect

and statistical significance.

None of the tests for heterogeneity were significant at the P < 0.05

level, although the significance level was 0.09 for the analysis of

short-term outcomes in studies comparing counselling and ’usual

care’ (comparison 1) and 0.08 for the sensitivity analysis where the

comparison of short-term outcomes in studies comparing coun-

selling and ’usual care’ included the GP antidepressant trial (com-

parison 2). The low power of tests of heterogeneity (Sutton 1998)

suggests some caution in the interpretation of the aggregated re-

sults, although it should be noted that the variation concerns the

size of the treatment effect rather than its direction. Some het-

erogeneity remained in the short-term effects after the exclusion

of the poor quality studies (comparison 3, P = 0.10). There was

also evidence of heterogeneity in the analysis of long-term effects

on psychological symptoms (excluding the trials with inadequate

allocation and the chronic patient trial, comparison 11, P = 0.06),

and social function (comparison 7, outcome 2, P = 0.06).

Economic outcomes

Each economic analysis is described according to the following

criteria: analysis type (e.g. utilisation data only, costing, cost ef-

fectiveness, cost utility); the type of utilisation data collected; out-

come measures; duration of follow up; and results (including sen-

sitivity analyses).

Boot 1994

Analysis type: Health service utilisation only

Utilisation data: Psychotropic drugs, antidepressants, anxiolytics,

referrals to outside agencies for psychiatric or psychological help,

GP consultation rates.

Outcome data: Not applicable.

Duration of follow up: Six weeks.

Results: The counselled group were prescribed significantly fewer

psychotropic drugs during the six week trial period than the usual

care group (counselled patients, n = 17/107 (16%); usual care, n =

19/60 (32%); chi squared = 4.8; df = 1, P = 0.029). The counselled

group were prescribed less anti depressants (counselled patients,

n = 10/107 (9%); usual care n = 14/60 (23%); chi squared = 5;

df = 1; P = 0.02). No difference was found between groups in the

prescription of anxiolytic drugs (counselled patients, n = 6 (9%);

usual care n = 3 (8%); Fisher’s exact test, P = 0.28). The usual care

group received more referrals to outside agencies for psychiatric or

psychological help (counselled group n = 4/107 (4%); GP advice

group n = 38/60 (63%); chi squared = 69.4; df = 1; P = 0.000).

No difference was found between groups in GP consultation rates

(counselled group 54/107 (51%); usual care 39/60 (65%); chi

squared = 2.7, df = 1; P = 0.1).

Hemmings 1997

Analysis type: Health service utilisation only

Utilisation data: Psychotropic drugs, referrals to outside agencies

for psychiatric or psychological help

Outcome data: Not applicable

Duration of follow up: Four months

Results: 34/116 (25%) of the counselled group received psy-

chotropic medication, compared with 17 (33%) of the usual care

group. Half the counselled group either stopped or reduced their

medication at four month follow up. In the usual care group, 18/52

(34%) patients had one consultation, 17 (33%) were referred to

external agencies, and six (35%) of whom had been referred to

psychiatric services.

Harvey 1998

Analysis type: Cost minimisation

Utilisation data: medication, primary care and counsellor staff

time, and referral to other health care services

Outcome data: As there were no differences in outcomes, cost data

were not linked to outcomes

Duration of follow up: Four months

Results: Excluding referral data, costs in the counselled group were

£67.09 and in the usual care group £57.87. When all referrals

were included, costs were £71.21 - £81.23 in the counselled group

and £89.67 - £109.51 in the usual care group. Sensitivity anal-

ysis examined different methods of estimating referral costs (e.g.

inclusion and exclusion of private referrals). When only mental

health referrals were included, costs were £68.15 - £74.43 in the

counselled group and £67.32 - £83.91 in the usual care group.

Friedli 1997

Analysis type: Cost minimisation

Utilisation data: primary care and counsellor staff time, referral to

other health care services, days lost from work, travel and child-

care. Medication costs were included in the estimates of GP con-

sultation costs.

Outcome data: As there were no differences in outcomes, cost data

were not linked to outcomes.

Duration of follow up: Three months and nine months.

Results: At three months, patients in the usual care group tended to

increase their visits, whereas the counselled group decreased their

visits to the doctor (P = 0.053). At nine months, there were no

differences between groups. No differences were found between

the groups in the prescription of antidepressants at three months

(counselled group 10, usual care group 12). At nine months,

there were no significant differences in total direct costs (coun-

selled group were £308.63, usual care group £474.30). At nine

months, there were no significant differences in total indirect costs

(counselled group £808.70, usual care group £468.50). At nine

months, there were no significant differences in total overall costs

(counselled group £1191.27, usual care group £963.33). Sensitiv-

ity analysis examined the effects of variation in GP and counsellor

unit costs.

King 2000
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Analysis type: Cost effectiveness and cost minimisation.

Utilisation data: primary care and counsellor staff time, medica-

tion costs, referral to other health care services, days lost from

work, travel and childcare.

Outcome data: Beck Depression Inventory.

Duration of follow up: Four and twelve months.

Results: At four months, total direct costs for the counselled group

were £257.5 (standard deviation (sd) 356.7), for the cognitive-

behaviour therapy group £215.5 (sd 108.6) and for the usual care

group £244.0 (sd 597.5). At four months, indirect costs were

£444.4 (sd 1127.2), £286.1 (sd 701.3) and £383.7 (sd £1194.3)

respectively. At four months, there were no significant differences

in total overall costs (counselled group £701.9 (sd 1228.4); cogni-

tive-behaviour therapy group £501.6 (sd 715.3), usual care group

£627.7 (sd 1359.8)). At 12 months, total direct costs for the coun-

selled group were £501.4 (sd 614.8), for the cognitive-behaviour

therapy group £448.9 (sd 471.6) and for the usual care group

£472.9 (sd 779.3). At 12 months, indirect costs were £897.2 (sd

2336.1), £1060.5 (sd 1471.1) and £1217.6 (sd 2013.0) respec-

tively. At 12 months, there were no significant differences in total

overall costs (counselled group £1398.6 (sd 2474.1); cognitive-

behaviour therapy group £1060.5 (sd 1471.1), usual care group

£1217.6 (sd 2013.0)). Sensitivity analysis examined the effects of

variation in costs of psychological therapy, inclusion of non-atten-

dances at appointments, use of a national wage rate in the calcu-

lation of indirect costs, and restriction of the analysis to patients

with complete data

Simpson 2000

Analysis type: Cost minimisation.

Utilisation data: primary care and counsellor staff time, medica-

tion costs, referral to other healthcare services, social care and crim-

inal justice services.

Outcome data: As there were no differences in outcomes, cost data

were not linked to outcomes.

Duration of follow up: Six and twelve months.

Results: At six months, total service costs in the counselled group

were £633 (sd 1152) and in the usual care group £513 (sd 867),

mean difference £121, 95% CI -428 to 198. In the period between

6 and 12 months, costs in the counselled group were £384 (sd

520) and in the usual care group £469 (sd 836), mean difference

£86, 95% CI -149 to 352.

Chilvers 2001

Analysis type: Cost effectiveness, using net mean benefit statistics

and cost effectiveness acceptability curves.

Utilisation data: depression-related health services resources, in-

cluding all GP consultations, drugs, use of GP-arranged coun-

selling, and hospital psychiatric outpatient and inpatient visits.

Outcome data: psychiatrists blind rating of global outcome (as a

dichotomy), based on Research Diagnostic Criteria, BDI and data

in the GP notes.

Duration of follow up: 12 months.

At 12 months, there were no significant differences in total depres-

sion related health services costs (counselled group £301.63 stan-

dard error (SE) 37.72, antidepressant group £343.64, SE 61.87).

The probability that antidepressants were more cost effective was

0.75 when one good outcome was valued at £500, and 0.9 when

one good outcome was valued over £2000. Sensitivity analysis

examined the effects of imputing values for randomised patients

with missing outcome data.

Bower 2003

Analysis type: Cost effectiveness, based on individual patient

data meta-analysis (Harvey 1998, Friedli 1997, King 2000 and

Simpson 2000), using net mean benefit statistics and cost effec-

tiveness acceptability curves.

Utilisation data: GP consultations, psychotropic medication, re-

ferrals (inpatient psychiatry, outpatient psychiatry, practice-based

psychological therapy, community and voluntary psychological

therapy providers).

Outcome data: BDI.

Duration of follow up: short term and long term.

In the short term, the mean difference in total direct costs between

counselled patients and those in ’usual care’ was £92, 95% CI 57

to 126. In the long term, the mean difference in total direct costs

between counselled patients and those in ’usual care’ was £110,

95% CI 38 to 182. The incremental cost-effectiveness ratio for

counselling compared to ’usual care’ in the short-term was £50

per one point improvement on the BDI. The probability that

counselling was cost effective in the long term was over 50% when

a reduction of one point on the BDI was valued at £196, and was

69% when a reduction of one point on the BDI was valued at

£2000. Sensitivity analysis examined duration of GP consultations

and costs of psychological therapy.

Satisfaction outcomes

Five trials included measures of patient satisfaction (Boot 1994,

Hemmings 1997, Friedli 1997, King 2000, Chilvers 2001), al-

though one only compared satisfaction between randomised and

preference patients (Chilvers 2001).

Two trials reported generally high levels of satisfaction with coun-

selling treatments but did not compare satisfaction with ’usual

care’ directly. The first (Hemmings 1997) used the Counselling

Satisfaction Questionnaire (Corney 1984) to assess levels of satis-

faction for counselled patients. One hundred thirty two patients

received counselling and 96 completed questionnaires. The ma-

jority (82%) felt that counselling had been helpful; that they had

been understood (80%); been given enough time (83%) and that

the counsellor had been easy to talk to (75%). The second trial (

Boot 1994) found that 67/124 patients in the counselling group

and 32/68 patients in the ’usual care’ group completed question-

naires at six weeks post intervention, soliciting their views of treat-

ment. Significantly more of those patients in the counselled group

reported that they were satisfied with their treatment and had

enough time to talk.

Two trials (Friedli 1997, King 2000) used a multi-item question-
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naire to compare patient satisfaction with counselling and ’usual

care’ directly, and both found higher levels of satisfaction in the

counselling group at short and long-term follow-up.

D I S C U S S I O N

The updated review added only three studies, two of which were

additional analyses of studies already included in the review. There

were no major changes to the overall conclusions of the review.

In summary, there is evidence that counselling is more effective

than usual care in terms of mental health outcomes in the short

term. However, these advantages do not endure in the longer

term. Counselling may not differ in effectiveness from medica-

tion and cognitive-behavioural therapy, although the standard-

ised mean difference in outcomes between cognitive-behavioural

therapy and counselling in older patients with anxiety was rela-

tively large. Counselling may be associated with some reductions

in health service utilisation, but overall costs did not seem to be

reduced, and may be increased. Patients are generally satisfied with

counselling in primary care.

Issues of relevance to the interpretation of the review are considered

below.

Types of patients

Clinical diagnosis was not a factor in selecting and recruiting pa-

tients to the bulk of the pragmatic trials included in this review. It

has been argued that studies such as these are lacking because they

do not confirm caseness or diagnosis, since outcomes cannot be

divorced from the natural history of a condition (Hughes 1998).

While it is possible that interventions targeted to a specific client

group may be more likely to demonstrate positive outcomes (Roth

1996), such trials may not accurately reflect how counselling is

used in primary care. GPs may be more likely to consider the

frequency and severity of symptoms or problems than diagnosis,

when treating or referring patients (King 1998).

GPs were encouraged to recruit all patients they considered suit-

able for counselling, but they may have been reluctant to recruit

some patients to the study, and authors reported that gathering

information on such patients from GPs is difficult (King 2000,

Harvey 1998, Friedli 1997). While it is inappropriate to assume

that patients participating in these trials were representative of el-

igible patients generally, all the included trials used similar proce-

dures, so they can reasonably be combined. Nevertheless, caution

must be exercised when generalising the results to the wider pop-

ulation of patients in primary care.

Types of interventions

There is a tension in the present review between the international

nature of a Cochrane review, and the topic of ’counselling in pri-

mary care’, which has developed largely within the context of UK

health care. The use of definitions of counselling and accreditation

criteria based on a single national organisation creates a number

of difficulties. First, the results of the review may not be general-

isable to other healthcare contexts. Second, it is not clear whether

the inclusion criteria developed for the review will be appropriate

if trials are identified from other countries. Finally, the inclusion

or exclusion of particular therapies has not been made on the ba-

sis of empirically justified and replicable criteria and the unifor-

mity of the interventions cannot be demonstrated. For example,

a therapist in one trial (Hemmings 1997) was reported as having

trained in cognitive-analytic therapy, which is not generally seen

as a mainstream form of counselling. However, the counsellors in

this trial did meet the BACP criteria and the author confirmed

that the interventions offered were consistent with the BACP def-

inition of counselling.

There is no simple answer to this problem. At present, the literature

on counselling in primary care is largely restricted to the United

Kingdom, as studies in the United States have tended to focus

more on defined therapies such as cognitive-behavioural therapy

and interpersonal therapy. It is possible that future versions of this

review will use a more theoretically justified definition of ’coun-

selling’ that may be more widely applicable. However, at present,

the results of the review may only be applicable to the United

Kingdom health care system.

None of the trials attempted to standardise ’usual care’, and the GP

interventions were monitored only from the perspective of gather-

ing health service utilisation data. While some information about

medication and referrals was available, there are no other details of

the therapeutic encounter between GPs and their patients. Again,

it is possible that GPs were offering a similarly sympathetic, listen-

ing approach and that the interventions of counsellors and GPs

were very similar (Tylee 1998). A further criticism is that the ab-

sence of a no-treatment group makes it difficult to assess how many

patients would have improved spontaneously, over time. However,

despite the blurring of outcomes which results from comparing

two active treatments, it is ethically and practically impossible to

have a genuine no-treatment group in primary care (King 1998).

This reflects the reality of conducting trials in clinical settings.

The practices and GPs recruited to the studies were ’volunteers’

rather than a random sample. The doctors who participated may

have been particularly interested in the research question and may

have used therapeutic techniques to a greater extent than is usual,

thus reducing the additional effect of counselling (Friedli 1997).

In addition, in one trial (Hemmings 1997), GPs participated in an

Action Learning programme, in which they learned about coun-

selling and counselling skills. This may have effected their consul-

tation style and referral practices.

Types of outcomes

Patients allocated to counselling tended to be satisfied with the

help they receive from counsellors, and more satisfied than those
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who remain under ’usual care’. However, satisfaction is not nec-

essarily related to outcome, and satisfaction measures are open to

social approbation errors i.e. a desire to please the therapist, and

to be seen as a polite and courteous person (Hemmings 1997).

The comparison of counsellors and GPs is also confounded with

the time available to the two types of professionals: differences in

satisfaction may be reduced or disappear entirely if both profes-

sionals were able to provide 50 minute sessions. However, patient

satisfaction is increasingly seen as an important outcome in its own

right. Although it should not be the sole determinant of whether

a treatment is funded, it is an important factor in the decision

making process.

The analysis of economic outcomes was complicated by the range

of different analytic techniques used, ranging from simple analyses

of health service utilisation through to net mean benefit calcula-

tions and cost effectiveness acceptability curves.

It has been suggested that counsellors working in primary care can

lead to a reduction in health service utilisation, including fewer

referrals to psychiatric services, fewer prescriptions and fewer GP

consultations. Another Cochrane review which included some of

the studies from the present review (Bower 2000) suggested that

this may occur for mental health professionals generally, but that

the effects are limited in scope and consistency. The current data

reflected the findings of the wider review, as there was some evi-

dence that modest reductions in health service utilisation did take

place. Some studies suggested that the provision of counselling was

not associated with increased costs, but such analyses are hampered

by small sample sizes (Briggs 2000) and the finding of no differ-

ences in costs must be interpreted cautiously, particularly since the

exploratory individual patient data meta analysis indicated that

the costs associated with counselling may be higher, which sup-

ports the argument that previous analyses were underpowered to

detect these effects. However, the interpretation of the cost effec-

tiveness acceptability curve analyses is complex, because changes

in outcomes such as Beck Depression Inventory scores are not as

interpretable as conventional economic outcomes such as quality

adjusted life years (QALYs).

A statistically significant outcome is one that is unlikely to have

occurred by chance, but statistically significant change may leave a

patient still more anxious and depressed than normal. A clinically

significant outcome is one that reduces patient distress from one

defined level to a qualitatively different one. For example, patient

scores may move from a range associated with ’patients’ to the

range associated with ’normals’, with the ranges based on relevant

normative data. The current study used the effect size as a useful

summary measure, which has also been used in major meta-anal-

yses in the general psychotherapy literature (although the exact

computations sometimes differ). Assuming that the scores of the

treatment and control groups correspond to a normal distribution,

effect sizes can be converted into percentiles (Roth 1996). The

effect size of 0.28 found in comparison 1 in the present review is

relatively modest compared with previous meta-analyses, and in-

dicates that the average treated patient had a score approximately

at the 60th percentile of scores for the untreated group. If the

treatment had no effect, the scores of the average treated patient

would be at the 50th percentile of scores (Roth 1996).

A U T H O R S ’ C O N C L U S I O N S

Implications for practice

Although the exact estimate of effect size depends on the trials

included in the analysis, the results demonstrate some consistency

in suggesting that counselling is significantly more effective in re-

ducing psychological symptoms in the short-term, but appears to

provides no additional advantage in the long-term. Corney (2005)

suggests that it is not surprising that short term, time limited

therapy has short term impact, and that longer initial treatment,

maintenance treatments, booster sessions, or interventions aimed

at improving social circumstances may bring about long-term im-

provement.

The results can only be generalised to similar patients and coun-

sellors. This means that the evidence is restricted to counsellors

with BACP accreditation or equivalent. Some of the trials have

been restricted to patients with a certain level of disorder, such

as a score of 14+ on the Beck Depression Inventory (King 2000,

Simpson 2000). Such severity criteria are not routinely used in

primary care.

Factors predicting which patients benefit most from counselling

and other psychological therapies in primary care are not well un-

derstood at present. The United Kingdom Department of Health

guidelines suggest that age, sex, social class and ethnicity should

not determine access to psychological therapies such as counselling

(DOH 2001).

The current evidence suggests that provision of counselling may

make a useful addition to primary care services alongside other

mental health treatments. Commissioners of services can use the

information contained in this review to assist in decision making

about current and future service provision.

Implications for research

Although pragmatic trials do not attempt to instigate the highest

levels of experimental control, it is important that studies ade-

quately describe the patients, treatments and other factors that are

involved in the trial. For example, although ’patients suitable for

counselling’ is a pragmatic criterion for entry to a trial, it would

still be helpful to provide information on all types of problems that

were eventually referred (e.g. diagnoses). Equally, although treat-

ments may not be highly standardised, it is important to know

that treatments were distinct, which may require more extensive

descriptive work (especially of the content of GP care) or the use
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of validated rating scales of therapy content (King 2000). Data ex-

traction and quality ratings would be improved if sufficient infor-

mation on key methodological details were always provided, and

the importance of concealment of allocation suggests that routine

use of an external randomisation agency may be justified if feasi-

ble.

Although the review provides information on comparisons be-

tween counselling and three other treatments (usual care, GP an-

tidepressant treatment and cognitive-behaviour therapy), the evi-

dence is limited with respect to two of those treatments, and there

is scope to compare counselling with other psychological therapy

treatments, such as problem-solving (Mynors-Wallis 1997) and

self-help (White 1995).

Research into the long-term outcome of patients treated with psy-

chological therapies is a key priority. Although one trial identified

for the update included outcomes at 36 months, this was in a pop-

ulation of chronically ill patients who did not demonstrate gains

in the short term. More research is required into the long-term

clinical and economic impacts of psychological therapies such as

counselling, although the methodological and logistical challenges

are significant.

Only one trial (King 2000) used a method for dealing with data

missing from subjects who failed to attend for research assessments.

Although there is a genuine lack of consensus among methodol-

ogists over the correct methods to impute data, the lack of uni-

formity of approach does mean that the data on which the review

and meta-analysis is based may be biased, as the comparability in

group characteristics gained through randomisation may be lost

through attrition.

Finally, it is important to remember the notion of quality. In his

book, Effectiveness and Efficiency, Cochrane wrote that ’We all

recognise quality when we see it and particularly when we receive it.

In ’cure’ outcome plays an important part in determining quality,

but it is certainly not the whole story. The really important factors

are kindliness and the ability to communicate on the part of all

members of the medical team. In ’care’ (these factors) become

very much more important’ (Cochrane 1972). As members of the

primary care team, counsellors offer care as well as cure, and both

factors figure in evaluating counselling in primary care. There is a

great deal of research to be done (both qualitative and quantitative)

to understand both care and cure, the treatment process and the

outcomes that are desired by patients and GPs, and to incorporate

this understanding into the measures used to evaluate counselling.

This is not to undermine any attempt to measure efficacy, but to

emphasise the need for pragmatic, randomised trials of counselling

in primary care with a greater emphasis on subjective symptoms,

daily functioning and quality of life (King 1997), and the qualities

of the interventions which help patients feel better.

A C K N O W L E D G E M E N T S

In relation to this updated version of the review, the reviewers

would like to thank Hugh McGuire, CCDAN Trial Search Co-or-

dinator, and Professor Robert Elliott for their assistance in search-

ing for relevant studies.

In relation to previous versions of the review, the reviewers would

like to thank:

Three anonymous referees for their helpful and constructive com-

ments on an earlier draft of the review.

Ian Russell and Christine Godfrey (University of York), for pro-

viding funding and support. Phil Young (University of York) for

providing statistical advice.

Rachel Churchill (CCDAN) for editorial and statistical advice

respectively.

Janette Colclough and Julie Glanville (University of York), Hugh

McGuire (CCDAN) and Graham Curtis Jenkins (Counselling in

Primary Care Trust) for assistance and advice on searching elec-

tronic databases.

Adrian Hemmings (University of Sussex), Ian Harvey (University

of East Anglia), Mike King (Royal Free Hospital, London) and

Ros Corney (University of Greenwich) for providing unpublished

data.

M Blanchard (Queen Mary Hospital, London), Teresa Turk (GP,

London) and Brigitte Wickberg (University of Goteborg, Sweden)

for providing further information on their published studies.

Many people responded to requests for published or unpublished

papers:

Carlo Berti (England), Ginny Brunton (Canada), Gillian Butler

(England), J Catalan (England), John Cox (England), Graham

Curtis Jenkins (England), John Geddes (England), Sarah Gibson

(England), Virginia Gretton (England), Phillipa Hay (Australia),

Keith Hawton (England), Alexander McFarlane (Australia), Eu-

gene Paykel (England), Tony Roth (England), Herbert Schulberg

(America), Jan Scott (England), Simon Wessely (England).

29Effectiveness and cost effectiveness of counselling in primary care (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



R E F E R E N C E S

References to studies included in this review

Barrowclough 2001 {published data only}

Barrowclough C, King P, Colville J, Russell E, Burns A, Tarrier N.

A randomized trial of the effectiveness of cognitive-behavioral ther-

apy and supportive counseling for anxiety symptoms in older adults.

Journal of Consulting and Clinical Psychology 2001;69(5):756–762.

Boot 1994 {published data only}
∗ Boot D, Gillies P, Fenelon J, Reubin R, Wilkins M, Gray P. Eval-

uation of the short-term impact of counseling in general practice.

Patient Education and Counselling 1994;24:79–89.

Catalan J, UK a {published data only}

Chilvers 2001 {published data only}

Bedi N, Chilvers C, Churchill R, Dewey M, Duggan C, Fielding

K, Gretton V, Miller P, Harrison G, Lee A, Williams I. Assessing

effectiveness of treatment of depression in primary care: partially

randomised preference trial. British Journal of Psychiatry 177:312–

318.
∗ Chilvers C, Dewey M, Fielding K, Gretton V, Miller P, Palmer B,

Weller D, Churchill R, Williams I, Bedi N, Duggan C, Lee A, Har-

rison G, Counselling versus Antidepressants in Primary Care Study

group. Antidepressant drugs and generic counselling for treatment

of major depression in primary care: randomised trial with patient

preference arms. British Medical Journal 2001;322:772–775.

Miller P, Chilvers C, Dewey M, Fielding K, Gretton V, Palmer B,

Weller D, Churchill R, Williams I, Bedi N, DugganC, Lee A, Har-

rison G. Counseling versus antidepressant therapy for the treatment

of mild to moderate depression in primary care: economic analysis.

International Journal of Technology Assessment in Health Care 2003;

19(1):80–90.

Friedli 1997 {published data only}

Friedli K, King M, Lloyd M. The economics of employing a counsel-

lor in general practice: analysis of data from a randomised controlled

trial. British Journal of General Practice 2000;50:276–283.
∗ Friedli K, King M, Lloyd M, Horder J. Randomised controlled

assessment of non-directive psychotherapy versus routine general-

practitioner care. Lancet 1997;350:1662–1665.

Harvey 1998 {published data only}

Harvey I, Nelson S, Lyons R, Unwin C, Monaghan S, Peters T. A

randomized controlled trial and economic evaluation of counselling

in primary care. British Journal of General Practice 1998;48:1043–

1048.

Hemmings 1997 {published data only}
∗ Hemmings A. Counselling in primary care: a randomised con-

trolled trial. Patient Education and Counselling 1997;32:219–230.

King 2000 {published data only}

Bower P, Byford S, Sibbald B, Ward E, King M, Lloyd M, Gabbay M.

Randomised controlled trial of non-directive counselling, cognitive-

behaviour therapy and usual GP care for patients with depression.

II: Cost effectiveness. British Medical Journal 2000;321:1389–1392.
∗ King M, Sibbald B, Ward E, Bower P, Lloyd M, Gabbay M, Byford

S. Randomised controlled trial of non-directive counselling, cog-

nitive-behaviour therapy and usual general practitioner care in the

management of depression as well as mixed anxiety and depression

in primary care. Health Technology Assessment 2000;4(19).

Ward E, King M, Lloyd M, Bower P, Sibbald B, Farrelly S, Gabbay

M, Tarrier N, Addington-Hall J. Randomised controlled trial of non-

directive counselling, cognitive-behaviour therapy and usual GP care

for patients with depression. I: Clinical effectiveness. British Medical

Journal 2000;321:1383–1388.

Simpson 2000 {published data only}

Corney S, Simpson S. Thirty-six month outcome data from a trial of

counselling with chronically depressed patients in a general practice

setting. Psychology and Psychotherapy: Therapy, Research and Practice

2005;78:127–138.
∗ Simpson S, Corney R, Fitzgerald P, Beecham J. A randomised

controlled trial to evaluate the effectiveness and cost-effectiveness of

counselling patients with chronic depression. Health Technology As-

sessment 2000;4(36).

Simpson S, Corney R, Fitzgerald P, Beecham J. A randomised con-

trolled trial to evaluate the effectiveness and cost-effectiveness of psy-

chodynamic counselling with GP patients with chronic depression.

Psychological Medicine 2003;33:229–239.

References to studies excluded from this review

Ali 2003 {published data only}

Ali B, Rahbar M, Naeem S, Gul A, Mubeen S, Iqbal A. The effective-

ness of counselling on anxiety and depression by minimally trained

counsellors. American Journal of Psychotherapy 2003;57:324–336.

Gul A, Ali B. The onset and duration of benefit from counselling by

minimally trained counsellors on anxiety and depression in women.

Journal of the Pakistan Medical Association 2004;54:549.

Anderson 1979 {published data only}

Anderson S, Hasler J. Counselling in general practice. Journal of the

Royal College of General Practitioners 1979;29:352–356.

Anderson S, Hasler J {published data only}

Appleby 1997 {published data only}

Appleby L, Warner R, Whitton A, Faragher B. A controlled study of

fluoextine and cognitive-behavioural counselling in the treatment of

postnatal depression. British Medical Journal 1997;314:932–936.

Appleby 2003 {published data only}

Appleby L, Hirst E, Marshall S, Keeling F, Brind J, Butterworth T.

The treatment of postnatal depression by health visitors: Impact

of brief training on skills and clinical practice. Journal of Affective

Disorders 2003;77:261–266.

Arn 1989 {published data only}

Arn I, Theorell T, Uvnas-Moberg K, Jonsson CO. Psychodrama

group therapy for patients with functional gastrointestinal disorders

A controlled longterm followup study. Psychotherapy & Psychosomat-

ics 1989;51:113–119.

Ashurst 1983 {published data only}

Ashurst P, Ward D. An evaluation of counselling in general practice:

final report of the Leverhulme Counselling Project. Unpublished

report, Mental Health Foundation 1983.

30Effectiveness and cost effectiveness of counselling in primary care (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Barrett 1999 {published data only}

Barrett J, Williams J, Oxman T, Katon W, Frank E, Hegel M, Sul-

livan M, Schulberg H. The treatment effectiveness project. A com-

parison of the effectiveness of paroxetine, problem-solving therapy,

and placebo in the treatment of minor depression and dysthymia in

primary care patients: background and research plan. General Hos-

pital Psychiatry 1999;21:260–273.

Hegel M, Barrett J, Cornell J, Oxman T. Predictors of response to

problem solving treatment of depression in primary care. Behavior

Therapy 2002;33:511–527.

Oxman T, Barrett J, Sengupta A, Katon W, Williams J, Frank E,

Hegel M. Status of minor depression or dysthymia in primary care

following a randomized controlled trial treatment. General Hospital

Psychiatry 2001;23(6):301–310.

Williams J, Barrett J, Oxman T, Frank E, Katon W, Sullivan M,

Cornell J, Sengupta A. Treatment of dysthymia and minor depression

in primary care: a randomized controlled trial in older adults. Journal

of the American Medical Association 2000;284:1519–1526.

Barsky 2004 {published data only}

Barsky AJ, Ahern DK. Cognitive Behavior Therapy for Hypochon-

driasis: A Randomized Controlled Trial. Journal of the American

Medical Association 2004;291:1464–1470.

Bellamy 2000 {published data only}

Bellamy A, Adams B. An evaluation of the clinical effectiveness of a

counselling psychology service in primary care. Counselling Psychol-

ogy Review 2000;15:4–12.

Bennun 1984 {published data only}

Bennun I. Evaluating marital therapy: a hospital and community

study. British Journal of Guidance and Counselling 1984;12:84–91.

Benson 1988 {published data only}

Benson P, Turk T. Group therapy in a general practice setting for

frequent attenders: a controlled study of mothers with pre-school

children. Journal of the Royal College of General Practitioners 1988;

38:539–541.

Blakey 1986 {published data only}

Blakey R. Psychological treatment in general practice: its effect on

patients and their families. Journal of the Royal College of General

Practitioners 1986;36:209–211.

Blanchard 1995 {published data only}

Blanchard M, Waterreus A, Mann A. Can a brief intervention have

a longer term benefit? The case of the research nurse and depressed

older people in the community. International Journal of Geriatric

Psychiatry 1999;14:733–738.
∗ Blanchard M, Waterreus A, Mann A. The effect of primary care

nurse intervention upon older people screened as depressed. Inter-

national Journal of Geriatric Psychiatry 1995;10:289–298.

Mann A, Blanchard M, Waterreus A. Depression in older people:

some criteria for effective treatment. L’Encephale 1993;XIX:445–

450.

Blomhoff 2001 {published data only}

Blomhoff S, Haug T, Hellstrom K, Holme I, Humble M, Madsbu

H, Wold J. Randomised controlled general practice trial of sertra-

line, exposure therapy and combined treatment in generalised social

phobia.. British Journal of Psychiatry. 2001;179:23–30.

Bolton 2001 {published data only}

Bolton P, Fergusson K, Parker S, Orman J. Randomised controlled

trial of cognitive behavioural therapy and routine GP care for major

depression. Medical Journal of Australia 2001;175:118–119.

Booth 1997 {published data only}

Booth H, Goodwin I, Newnes C, Dawson O. Process and outcome

of counselling in general practice. Clinical Psychology Forum 1997;

101:32–40.

Booth H, et al. {published data only}

Brantley 1986 {published data only}

Brantley P, Veitia M, Callon E, Buss R, Sias C. Assessing the impact

of psychological intervention on family practice clinic visits. Family

Medicine 1986;18(6):351–354.

Brodaty 1983 {published data only}
∗ Brodaty H, Andrews G. Brief psychotherapy in family practice - a

controlled prospective intervention trial. British Journal of Psychiatry

1983;143:11–19.

Brodaty H, Andrews G, Grant W. An attempt to predict who will

benefit from brief psychotherapy in a general practice setting. Aus-

tralian and New Zealand Journal of Psychiatry 1997;16:69–73.

Brody 1990 {published data only}

Brody D, Lerman C, Wolfson H, Caputo C. Improvement in physi-

cians’ counseling of patients with mental health problems. Archives

of Internal Medicine 1990;150:993–998.

Brown 2004 {published data only}

Brown J, Elliott S, Boardman J, Ferns J, Morrison J. Meeting the

unmet need for depression services with psycho educational self con-

fidence workshops: Preliminary report.. British Journal of Psychiatry

2004;185:511–515.

Browne 2002 {published data only}

Browne G, Steiner M, Roberts J, Gafni A, Byrne C, Dunn E, Bell B,

Mills M, Chalklin L, Wallik D, Kraemer J. Sertraline and/or inter-

personal psychotherapy for patients with dysthymic disorder in pri-

mary care: 6Month comparison with longitudinal 2year followup of

effectiveness and costs. Journal of Affective Disorders 2002;68:317–

330.

Catalan 1984 {published data only}

Catalan J, Gath D, Bond A, Martin P. The effects of non-prescribing

anxiolytics in general practice II. Factors associated with outcome.

British Journal of Psychiatry 1984;144:603–610.
∗ Catalan J, Gath D, Edmonds G, Ennis J. The effects of non-pre-

scribing of anxiolytics in general practice I. Controlled evaluation of

psychiatric and social outcome. British Journal of Psychiatry 1984;

144:593–602.

Catalan 1991 {published data only}

Catalan J, Gath D, Anastasiades P, Bond A, Day A, Hall L. Evaluation

of a brief psychological treatment for emotional disorders in primary

care. Psychological Medicine 1991;21:1013–1018.

Cooper 1975 {published data only}

Cooper B, Harwin B, Depla C, Shepherd M. Mental health care in

the community: an evaluative study. Psychological Medicine 1975;5:

372–380.

Cooper 1997 {published data only}

Cooper P, Murray L. The impact of psychological treatments of post-

partum depression on maternal mood and infant depression. Post-

31Effectiveness and cost effectiveness of counselling in primary care (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



partum depression and child development. New York: The Guilford

Press, 1997:201–220.

Cooper P, Murray L, Wilson A, Romaniuk H. Controlled trial of

the short- and long-term effect of psychological treatment of post-

partum depression 1, Impact on maternal mood. British Journal of

Psychiatry 2003;182:412–419.

Murray L, Cooper P, Wilson A, Romaniuk H. Controlled trial of

the short- and long-term effect of psychological treatment of post-

partum depression 2: Impact on the mother-child relationship and

child outcome. British Journal of Psychiatry 2003;182:420–427.

Corney 1984 {published data only}

Corney R. Social work effectiveness in the management of depressed

women: a clinical trial. Psychological Medicine 1981;11:417–423.

Corney R. The effectiveness of attached social workers in the man-

agement of depressed female patients in general practice. Psychologi-

cal Medicine 1984;Monograph suppl. 6:1–47.

Corney R, Clare A. The effectiveness of attached social workers in the

management of depressed women in general practice. British Journal

of Social Work 1983;13:57–74.

Crowe 1978 {published data only}

Crowe M. Conjoint marital therapy: controlled outcome study. Psy-

chological Medicine 1978;8:623–636.

Dowrick 2000 {published data only}

Dowrick C, Dunn G, Ayuso-Mateos J-L, Dalgrad O, Page H, Lehti-

nen V, Casey P, Wilkinson C, Vazquez-Barquero J-L, Wilkinson G,

Outcomes of Depression International Network (ODIN). Problem

solving treatment and group psychoeducation for depression: mul-

ticentre randomised controlled trial. British Medical Journal 2000;

321:1–6.

Earll 1982 {published data only}

Earll L, Kincey J. Clinical psychology in general practice: a controlled

trial evaluation. Journal of the Royal College of General Practitioners

1982;32(234):32–37.

Gath 1986 {published data only}

Gath D, Catalan J. The treatment of emotional disorders in general

practice: psychological methods versus medication. Journal of Psy-

chosomatic Research 1986;30(3):381–386.

Gournay 1994 {published data only}

Gournay K, Brooking J. An evaluation of the effectiveness of com-

munity psychiatric nurses in treating patients with minor mental dis-

orders in primary care. London: Department of Health, 1992.
∗ Gournay K, Brooking J. Community psychiatric nurses in primary

health care. British Journal of Psychiatry 1994;165:231–238.

Gournay K, Brooking J. The community psychiatric nurse in primary

care: an economic analysis. Journal of Advanced Nursing 1995;22:

769–778.

Gournay K, Devilly G, Brooker C. The CPN in primary care: a pilot

study of the process of assessment. Community Psychiatric Nursing:

a research perspective. 1993:147–163.

Hawton 1987 {published data only}

Hawton K, McKeown S, Day A, Martin P, O’Connor M, Yule J.

Evaluation of out-patient counselling compared with general prac-

titioner care following overdoses. Psychological Medicine 1987;17:

751–761.

Hebert 1994 {published data only}

Hebert R, Leclerc G, Bravo G, Girouard D, LeFrancois R. Efficacy of

a support group programme for caregivers of demented patients in the

community: a randomized controlled trial. Archives of Gerontology

and Geriatrics 1994;18:1–14.

Holden 1989 {published data only}

Holden J, Sagovsky R, Cox J. Counselling in the general practice set-

ting: controlled study of health visitor intervention in the treatment

of postnatal depression. British Medical Journal 1989;298:223–226.

Honey 2002 {published data only}
∗ Honey K, Bennett P, Morgan M. A brief psycho-educational group

intervention for postnatal depression. British Journal of Clinical Psy-

chology 2002;41(4):405–409.

Huibers 2004 {published data only}

Huibers M, Beurskens A, van Schayck C, Bazelmans E, Metsemak-

ers J, Knottnerus J, Bleijenberg G. Efficacy of cognitive behavioural

therapy by general practitioners for unexplained fatigue among em-

ployees: Randomised controlled trial. British Journal of Psychiatry

2004;184:240–246.

Hunter 1995 {published data only}

Hunter M, Liao K. Problem solving groups for mid-aged women in

general practice: a pilot study. Journal of Reproductive and Infant

Psychology 1995;13:147–151.

Huygen 1983 {published data only}

Huygen F, Smits A. Family therapy, family somatics, and family

medicine. Family Systems Medicine 1983;1(1):23–32.

Judd 2001 {published data only}

Cockram A, McCall L, Judd F, Piterman L, Weissman M, Gronn P,

Davis J, Liaw T. The development and pilot testing of a Focused Ed-

ucation and Psychotherapy Program (FEPP) for treatment of depres-

sion in general practice. Australasian Psychiatry 2002;10:268–274.

Judd F, Piterman L, Cockram A, McCall L, Weissman M. A compar-

ative study of venlafaxine with a focused education and psychother-

apy program versus venlafaxine alone in the treatment of depression

in general practice. Human Psychopharmacology 2001;16:423–428.

Karlberg 1998 {published data only}

Karlberg L, Krakau I, Unden A. Type A behavior intervention in

primary health care reduces hostility and time pressure: A study in

Sweden. Social Science & Medicine 1998;46:397–402.

Kashner 1995 {published data only}

Kashner M, Rost K, Cohen B, Anderson M, Smith G. Enhancing

the health of somatization disorder patients. Psychosomatics 1995;36

(5):462–470.

Katon 1992 {published data only}

Katon W, Von Korff M, Lin E, Bush T, Russo J, Lipscomb P, Wagner

E. A randomized trial of psychiatric consultation with distressed high

utilisers. General Hospital Psychiatry 1992;14:86–89.

Katon 1995 {published data only}

Katon W, Von Korff M, Lin E, Walker E, Simon G, Bush T, Robinson

P, Russo J. Collaborative management to achieve treatment guide-

lines: impact on depression in primary care. Journal of the American

Medical Association 1995;273:1026–1031.

Katon 1996 {published data only}

Katon W, Robinson P, Von Korff M, Lin E, Bush T, Ludman E, Simon

G, Walker E. A multifaceted intervention to improve treatment of

32Effectiveness and cost effectiveness of counselling in primary care (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



depression in primary care. Archives of General Psychiatry 1996;53:

924–932.

King 1994 {published data only}

King M, Broster G, Lloyd M, Horder J. Controlled trials in the eval-

uation of counselling in general practice. British Journal of General

Practice 1994;44:229–232.

King 2002 {published data only}

King M, Davidson O, Taylor F, Haines A, Sharp D, Turner R. Ef-

fectiveness of teaching general practitioners skills in brief cognitive

behaviour therapy to treat patients with depression: Randomised

controlled trial.. British Medical Journal 2002;324:947–50.

Klerman 1996 {published data only}

Klerman G, Budman S, Berwick S, Weissman M, Damico-White J,

Demby A, Feldstein M. Efficacy of a brief psychosocial intervention

for symptoms of stress and distress among patients in primary care.

Medical Care 1996;25(11):1078–1088.

Kupshik 1999 {published data only}

Kupshik G, Fisher CR. Assisted bibliotherapy: Effective, efficient

treatment for moderate anxiety problems. British Journal of General

Practice 1999;49:47–48.

Lang 2003 {published data only}

Lang A. Brief intervention for co ccurring anxiety and depression

in primary care: A pilot study. International Journal of Psychiatry in

Medicine 2003;33:141–154.

Lidbeck 1997 {published data only}

Lidbeck J. Group therapy for somatization disorders in general prac-

tice: effectiveness of a short cognitive-behavioural treatment model.

Acta Psychiatrica Scaninavica 1997;96:14–24.

Lidbeck J. Group therapy for somatization disorders in primary care:

Maintenance of treatment goals of short cognitive behavioural treat-

ment one and a half year follow up. Acta Psychiatrica Scandinavica

2003;107:449–456.

Lofvander 1997 {published data only}

Lofvander M. Cognitive behavioural treatment of chronic pain in

primary care: A three year follow up. European Journal of General

Practice 2002;8:152–158.

Lofvander M, Engstrom A, Theander H, Furhoff A. Rehabilitation

of young immigrants in primary care. A comparison between two

treatment models. Scandinavian Journal of Primary Health Care SS-

candinavian Journal of Primary Health Care 1997;15:123–128.

Lynch 1997 {published data only}

Lynch D, Tamburrino M, Nagel R. Telephone counseling for patients

with minor depression: preliminary findings in a family practice

setting. The Journal of Family Practice 1997;44(3):293–298.

Lyon 1993 {published data only}

Anonymous. Can counselling bring benenfits for all?. Fundholding

1995;4(4):23–4.

Lyon D. The evaluation of counselling in general practice. Health

Direct 1993;30:11.

Maisiak 1996 {published data only}

Maisiak R, Austin J, West S, Heck L. The effect of person-centered

counseling on the psychological status of persons with systemic lupus

erythematosus or rheumatoid arthritis: a randomized, controlled

trial.. Arthritis Care and Research. 1996;9(1):60–66.

Malt 1999 {published data only}

Malt U, Robak O, Madsbu H, Bakke O, Loeb M. The Norwe-

gian naturalistic treatment study of depression in general practice

(NORDEP)-I: randomised double blind study. British Medical Jour-

nal 1999;318:1180–1184.

Mann 1998 {published data only}

Mann A, Blizard R, Murray J, Smith J, Botega N, MacDonald E,

Wilkinson G. An evaluation of practice nurses working with general

practitioners to treat people with depression. British Journal of Gen-

eral Practice 1998;48:875–879.

Marks 1985 {published data only}

Ginsberg G, Marks I, Waters H. Cost-benefit analysis of a controlled

trial of nurse therapy for neuroses in primary care. Psychological

Medicine 1984;14:683–690.

Marks I. Controlled trial of psychiatric nurse therapists in primary

care. British Medical Journal 1985;290:1181–1184.

McLeod 1997 {published data only}

McLeod C, Budd M, McClelland D. Treatment of somatization in

primary care. General Hospital Psychiatry 1997;19:251–258.

Miranda 1994 {published data only}

Miranda J, Munoz R. Intervention for minor depression in primary

care patients. Psychosomatic Medicine 1994;56:136–142.

Moldenhauer 2004 {published data only}

Moldenhauer Z. Adolescent depression: A primary care pilot inter-

vention study. Dissertation Abstracts International: Section B: The

Sciences & Engineering 2004;65:656.

Munoz 1995 {published data only}

Miranda J, Munoz R. Intervention for minor depression in primary

care patients. Psychosomatic Medicine 1994;56:136–142.
∗ Munoz R, Ying Y, Bernal G, Perez-Stable E, Sorensen J, Hargreaves

W, Miranda J, Miller L. Prevention of depression with primary care

patients: a randomized controlled trial. American Journal of Com-

munity Psychology 1995;23(2):199–222.

Mynors-Wallis 1995 {published data only}

Mynors-Wallis L, Gath D, Lloyd-Thomas A, Tomlinson D. Ran-

domised controlled trial comparing problem solving treatment with

amitriptyline and placebo for major depression in primary care.

British Medical Journal 1995;310:441–445.

Mynors-Wallis 1997 {published data only}

Mynors-Wallis L, Davies I, Gray A, Barbour F, Gath D. A randomised

controlled trial and cost analysis of problem-solving treatment for

emotional disorders given by community nurses in primary care.

British Journal of Psychiatry 1997;170:113–119.

Mynors-Wallis 2000 {published data only}

Mynors-Wallis L, Gath D, Day A, Baker F. Randomised controlled

trial of problem solving treatment, antidepressant medication, and

combined treatment for major depression in primary care. British

Medical Journal 2000;320:26–30.

Paykel 1982 {published data only}

Paykel E, Mangen S, Griffith J, Burns T. Community psychiatric

nursing for neurotic patients: a controlled trial. British Journal of

Psychiatry 1982;140:573–581.

Power 1989 {published data only}

Power K, Jerrom W, Simpson R, Mitchell M, Swanson V. A controlled

comparison of cognitive-behaviour therapy, diazepam and placebo

33Effectiveness and cost effectiveness of counselling in primary care (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



in the management of generalised anxiety. Behavioural psychotherapy

1989;17:1–14.

Power 1990 {published data only}

Power K, Simpson R, Swanson V, Wallace A. Controlled comparison

of pharmacological and psychological treatment of generalised anxi-

ety disorder in primary care. British Journal of General Practice 1990;

40:289–294.
∗ Power K, Simpson R, Swanson V, Wallace L, Feistner A, Sharp D.

A controlled comparison of cognitive-behaviour therapy, diazepam,

and placebo, alone and in combination, for the treatment of gener-

alised anxiety disorder. Journal of Anxiety Disorders 1990;4:267–292.

Power 2000 {published data only}

Power K, Sharp D, Swanson V, Simpson R. Therapist contact in

cognitive behaviour therapy for panic disorder and agoraphobia in

primary care. Clinical Psychology and Psychotherapy 2000;7:37–46.

Sharp D, Power K, Swanson V. Reducing therapist contact in cog-

nitive behaviour therapy for panic disorder and agorophobia in pri-

mary care: global measures of outcome in a randomised controlled

trial. British Journal of General Practice 2000;50:963–968.

Raphael 1977 {published data only}

Raphael B. Preventive intervention with the recently bereaved.

Archives of General Psychiatry 1977;34:1450–1454.

Richards 2003 {published data only}

Richards A, Barkham M, Cahill J, Richards D, Williams C, Heywood

P. PHASE: A randomised, controlled trial of supervised self-help

cognitive behavioural therapy in primary care. British Journal of

General Practice 2003;53:767–770.

Ridsdale 2001 {published data only}

Chisholm D, Godfrey E, Ridsdale L, Chalder T, King M, Seed P,

Wallace P, Wessely S, Fatigue Trialists Group. Chronic fatigue in

general practice: economic evaluation of counselling versus cognitive

behaviour therapy. British Journal of General Practice 2001;51:15–

18.
∗ Ridsdale L, Godfrey E, Chalder T, Seed P, King M, Wallace P, Wes-

sely S, Fatigue Trialists Group. Chronic fatigue in general practice:

is counselling as good as cognitive behaviour therapy? A UK ran-

domised trial. British Journal of General Practice 2001;51:19–24.

Ridsdale 2004 {published data only}

Ridsdale L, Darbishire L, Seed P. Is graded exercise better than cogni-

tive behaviour therapy for fatigue? A UK randomized trial in primary

care. Psychological Medicine 2004;34:37–49.

Robson 1984 {published data only}

Robson M, France R, Bland M. Clinical psychologist in primary care:

controlled clinical and economic evaluation. British Medical Journal

1984;288:1805–1808.

Ross 1985 {published data only}

Ross M, Scott M. An evaluation of the effectiveness of individual

and group cognitive therapy in the treatment of depressed patients in

an inner city general practice. Journal of the Royal College of General

Practitioners 1985;35:239–242.

Saarijarvi 1991 {published data only}

Saarijarvi S. A controlled study of couple therapy in chronic low back

pain patients. Effects on marital satisfaction, psychological distress

and health attitudes. Journal of Psychosomatic Research 1991;35:265–

272.

Schilte 2001 {published data only}

Schilte A, Portegjis P, Blankenstein A, van der Horst H, Latour M,

Eijk J, Knottnerus J. Randomised controlled trial of disclosure of

emotionally important events in somatisation in primary care. British

Medical Journal 2001;323:86–89.

Schmaling 2002 {published data only}

Schmaling K, Dimidjian S, Katon W, Sullivan M. Response styles

among patients with minor depression and dysthymia in primary

care. Journal of Abnormal Psychology 2002;111:350–356.

Schulberg 1996 {published data only}

Brown C, Schulberg H, Sacco D, Perel J, Houck PR. Effectiveness

of treatments for major depression in primary medical care practice:

A post hoc analysis of outcomes for African American and white

patients. Journal of Affective Disorders 1999;53:185–192.

Lave J, Frank R, Schulberg H, Kamlet M. Cost-effectiveness of treat-

ments for major depression in primary care practice. Archives of Gen-

eral Psychiatry 1998;55:645–651.
∗ Schulberg H, Block M, Madonia M, Scott P, Rodriguez E, Imber

S, Perel J, Lave J, Houck P, Coulehan J. Treating major depression

in primary care practice: eight month clinical outcomes. Archives of

General Psychiatry 1996;53:913–919.

Schulberg H, Pilkonis P, Houck P. The severity of major depression

and choice of treatment in primary care practice. Journal of Consulting

and Clinical Psychology 1998;66(6):932–938.

Scott 1992 {published data only}

Scott A, Freeman C. Edinburgh primary care depression study: treat-

ment outcome, patient satisfaction, and cost after 16 weeks. British

Medical Journal 1992;304:883–887.

Scott 1997 {published data only}

Scott C, Tacchi M, Jones R, Scott J. Acute and one-year outcome

of a randomised controlled trial of brief cognitive therapy for major

depressive disorder in primary care. British Journal of Psychiatry 1997;

171:131–134.

Sharp 1997 {published data only}

Sharp D, Power K. Psychologist patient and general practitioner rat-

ings of outcome of pharmacological and psychological treatments

for panic disorder and agoraphobia in primary care, Behavioural and

Cognitive Psychotherapy. Behavioural and Cognitive Psychotherapy

1998;26:13–27.

Sharp D, Power K, Simpson R, Swanson V, Anstee J. Global measures

of outcome in a controlled comparison of pharmacological and psy-

chological treatment of panic disorder and agoraphobia in primary

care. British Journal of General Practice 1997;47:150–155.

Sharp 2004 {published data only}

Sharp D, Power K, Swanson V. A comparison of the efficacy and

acceptability of group versus individual cognitive behaviour therapy

in the treatment of panic disorder and agoraphobia in primary care.

Clinical Psychology and Psychotherapy 2004;11:73–82.

Simon 2004 {published data only}

Simon G, Ludman E, Tutty S, Operskalski B, Von Korff M. Tele-

phone psychotherapy and telephone care management for primary

care patients starting antidepressant treatment: a randomized con-

trolled trial. Journal of the American Medical Association 2004;292:

935–942.

34Effectiveness and cost effectiveness of counselling in primary care (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Simons 2001 {published data only}

Simons J, Reynolds J, Morison L. Randomised controlled trial of

training health visitors to identify and help couples with relationship

problems following a birth. British Journal of General Practice 2001;

51:793–799.

Stanley 2003 {published data only}

Stanley M, Hopko D, Diefenbach G, Bourland S, Rodriguez H, Wa-

gener P. Cognitive-behavior therapy for late-life generalized anxiety

disorder in primary care: Preliminary findings. American Journal of

Geriatric Psychiatry 2003;11:92–96.

Stanton 1998 {published data only}

Stanton R, Corney R. The effectiveness of counselling for general

practice patients with marital problems. Report. University of Green-

wich: University of Greenwich, 1998.

Sumathipala 2000 {published data only}

Sumathipala A, Hewege S, Hanwella R, Mann A. Randomized con-

trolled trial of cognitive behaviour therapy for repeated consulta-

tions for medically unexplained complaints: A feasibility study in Sri

Lanka. Psychological Medicine 2000;30:747–757.

Teasdale 1984 {published data only}

Teasdale J, Fennell M, Hibbert G, Amies P. Cognitive therapy for

major depressive disorder in primary care. British Journal of Psychiatry

1984;144:400–406.

Tutty 2000 {published data only}

Tutty S, Simon G, Ludman E. Telephone counseling as an adjunct

to antidepressant treatment in the primary care system: a pilot study.

Effective Clinical Practice 2000;3:170–178.

van Eijk 2004 {published data only}

van Eijk J, Diederiks J, Kempen G, Honig A, van der Meer K,

Brenninkmeijer W. Development and feasibility of a nurse admin-

istered strategy on depression in community-dwelling patients with

a chronic physical disease. Patient Education and Counselling 2004;

54:87–94.

Walsh 2004 {published data only}

Walsh B, Fairburn C, Mickley D, Sysko R, Parides M. Treatment

of Bulimia Nervosa in a Primary Care Setting. American Journal of

Psychiatry 2004;161:556–561.

Watson 2003 {published data only}

Watson J, Gordon L, Stermac L, Kalogerakos F, Steckley P. Com-

paring the effectiveness of process-experiential and cognitive-be-

havioural psychotherapy in the treatment of depression. Journal of

Consulting and Clinical Psychology 2003;71:773–781.

Wells 2001 {published data only}
∗ Jaycox L, Miranda J, Meredith L, Duan N, Benjamin B, Wells K.

Impact of a primary care quality improvement intervention on use of

psychotherapy for depression. Mental Health Services Research 2003;

5:109.

Wells K, Sherbourne C, Schoenbaum M, Duan N, Meredith L, Un-

utzer J, Miranda J, Carney M, Rubenstein L. Impact of disseminating

quality improvement programs for depression in managed primary

care: a randomized controlled trial. Journal of the American Medical

Association 2000;283:212–220.

Wickberg 1996 {published data only}

Wickberg B, Hwang C. Counselling of postnatal depression: a con-

trolled study on a population based Swedish sample. Journal of Af-

fective Disorders 1996;39:209–216.

Willemse 2004 {published data only}

Willemse G, Smit F, Cuijpers P, Tiemens BG. Minimal-contact

psychotherapy for sub-threshold depression in primary care: Ran-

domised trial. British Journal of Psychiatry 2004;185:416–421.

References to studies awaiting assessment

Ishii 2000 {published data only}

Ishii M. Evaluation study of telephone counselling service in the early

postpartum: to keep go on relationship. Journal of Japan Academy of

Midwifery 2000;14(1):4–13.

Additional references

Anderson 1979

Anderson S, Hasler J. Counselling in general practice. Journal of the

Royal College of General Practitioners, 1979;29:352–6.

BACP 1992

British Association for Counselling. Code of ethics and Practice for

Counsellors. Rubgy: British Association for Counselling, 1992.

Baker 1998

Baker R, Allen H, Gibson S, Newth J, Baker E. Evaluation of a

primary care counselling service in Dorset. British Journal of General

Practice 1998;48:1049–1053.

Balestrieri 1988

Balestrieri M, Williams P, Wilkinson G. Specialist mental health

treatment in general practice: a meta-analysis. Psychological Medicine

1988;18:711–717.

Bolger 1989

Bolger T. Research and evaluation in counselling. In: Dryden

editor(s). Handbook of Counselling in Britain. London: Tavis-

tock/Routledge, 1989.

Booth 1997

Booth H, Goodwin I, Newnes C, Dawson O. Process and outcome

of counselling in general practice. Clinical Psychology Forum 101,

March, 1997;32 - 40.

Bower 2000

Bower P, Sibbald B. On-site mental health workers in primary care:

effects on professional practice (Cochrane review). 2000.

Bower 2005

Bower P, Gilbody S. Managing common mental health disorders in

primary care: conceptual models and evidence base. British Medical

Journal 2005;330:839.

Briggs 2000

Briggs A. Economic evaluation and clinical trials: size matters. British

Medical Journal 2000;321:1362–1363.

Cochrane 1972

Cochrane A. Effectiveness and efficiency: random reflections on health

services. London: The Nuffield Provincial Hospitals Trust, 1972.

Coe 1996

Coe N, Ibbs A, O’Brien J. The cost effectiveness of introducing coun-

selling into the primary care setting in Somerset. Somerset Health Au-

thority: Unpublished report, 1996.

Cohen 1979

Cohen J. Counselling in the European Economic Community. Jour-

nal of the Royal College of General Practitioners, 1979;29:535–538.

35Effectiveness and cost effectiveness of counselling in primary care (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Cooper 1982

Cooper P, Osborn M, Gath D, Feggetter G. Evaluation of a modified

self-report measure of social adjustment. British Journal of Psychiatry

1982;141:68–75.

Corney 1984

Corney R. The effectiveness of attached social workers in the man-

agement of depressed female patients in general practice. Psychologi-

cal Medicine 1984;Monograph suppl. 6:1–47.

Corney 1992

Corney R. The effectiveness of counselling in general practice. In-

ternational Review of Psychiatry 1992;4:331–8.

Corney 2005

Corney R, Simpson S. Thirty-six month outcome data from a trial of

counselling with chronically depressed patients in a general practice

setting. Psychology and Psychotherapy: Therapy, Research and Practice

2005;78:127.

DOH 2001

Department of Health. Treatment Choice in Psychological Ther-

apies and Counselling: Evidence based clinical practice guideline.

London: Department of Health, 2001.

Fry 1994

Fry J, Horder J. Primary Health Care in an International Context.

Abingdon: Wace Burgess, 1994.

Goldberg 1987

Goldberg D, Bridges K, Duncan-Jones P, Grayson D. Dimensions of

neuroses seen in primary care settings. Psychological Medicine 1987;

17:461–470.

Goldberg 1992

Goldberg D, Huxley P. Common Mental Disorders: A biosocial model.

London: Routledge, 1992.

Harray 1975

Harray A. The role of the counsellor in a medical centre. New Zealand

Medical Journal 1975;82:383–5.

Hughes 1998

Hughes P. Non-directive counselling versus routine general practi-

tioner care [letter]. The Lancet 1998;351:750–751.

Keithley 1995

Keithley J, Marsh G. Counselling in primary health care. Oxford:

Oxford University Press.

Kendrick 1993

Kendrick T, Sibbald B, Addington Hall J, et al.Distribution of mental

health professionals working on site in English and Welsh general

practices. British Medical Journal 1993;307:544–6.

King 1997

King M. Brief psychotherapy in general practice: how do we measure

outcome?. British Journal of General Practice 1997:136–137.

King 1998

King M, Friedli K. Non-directive counselling versus routine general

practitioner care - author’s reply [letter]. Lancet 351:751–752.

Mellor-Clark 2001

Mellor-Clark J, Simms-Ellis R, Burton M. National Survey of Coun-

sellors in Primary Care: Evidence for growing professionalisation. Lon-

don: Royal College of General Practitioners, 2001.

Mynors-Wallis 1997

Mynors-Wallis L, Davies I, Gray A, Barbour F, Gath D. A randomised

controlled trial and cost analysis of problem-solving treatment for

emotional disorders given by community nurses in primary care.

British Journal of Psychiatry 1997;170:113–119.

Raine 2002

Raine R, Haines A, Sensky T, Hutchings A, Larkin K, Black N,

professor of health services research. Systematic review of mental

health interventions for patients with common somatic symptoms:

can research evidence from secondary care be extrapolated to primary

care?. British Medical Journal 2002;325:1082.

Roth 1996

Roth A, Fonagy P. What Works for Whom? A Critical Review of

Psychotherapy Research. London: Guildford, 1996.

Sibbald 1993

Sibbald B, Addington Hall J, Brenneman D, et al.Counsellors in

English and Welsh general practices: their nature and distribution.

British Medical Journal 1993;306:29–33.

Starfield 1992

Starfield B. Primary care: concept, evaluation and policy. New York:

Oxford University Press, 1992.

Sutton 1998

Sutton A, Abrams K, Jones D, Sheldon T, Song F. Systematic reviews

of trials and other studies. Health Technology Assessment 1998;2(19).

Sutton 2000

Sutton A, Duval S, Tweedie R, Abrams K, Jones D. Empirical assess-

ment of effect of publication bias on meta-analyses. British Medical

Journal 2000;320:1574–1577.

Tylee 1998

Tylee A. Counselling in primary care (commentator’s reply). Lancet

1998;351:752.

Waydenfeld 1980

Waydenfeld D, Waydenfeld S. Counselling in general practice. Jour-

nal of the Royal College of General Practitioners, 1980;30:671–7.

White 1995

White J. Stresspac: a controlled trial of a self-help package for anxiety

disorders. Behavioural and Cognitive Psychotherapy 1995;23:89–107.

References to other published versions of this review

Bower 2002

Bower P, Rowland N, Mellor Clarke J, Heywood P, Godfrey C,

Hardy R. Effectiveness and cost effectiveness of counselling in pri-

mary care. Cochrane Library 2002.[Art. No.: CD001025. DOI:

10.1002/14651858.CD001025.pub2]

Bower 2003

Bower P, Rowland N, Hardy R. The clinical effectiveness of coun-

selling in primary care: a systematic review and meta-analysis. Psy-

chological Medicine 2003;33:203–215.

Rowland 2000

Rowland N, Godfrey C, Bower P, Mellor-Clark J, Heywood P, Hardy

R. Counselling in primary care: a systematic review of the research

evidence. British Journal of Guidance and Counselling 2000;28(2):

215–231.
∗ Indicates the major publication for the study

36Effectiveness and cost effectiveness of counselling in primary care (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



C H A R A C T E R I S T I C S O F S T U D I E S

Characteristics of included studies [ordered by study ID]

Barrowclough 2001

Methods RCT

Recruitment: Patients referred from primary care and community services, and self referrals were also

accepted following advertisements in local newspapers. The majority of referrals came from primary care

clinics.

Randomisation: Patients randomly allocated using minimisation stratified on severity of symptoms, co-

morbid psychiatric disorder and diagnosed anxiety disorder. Randomisation conducted by means of a

computer program operated by an independent third party.

Follow up: 16 weeks (post treatment) and 3, 6 and 12 months

Attrition: 9 patients lost in baseline period before access to treatment (6 declined to enter therapy or

complete follow up, 3 patients excluded because of serious physical illness), 3 dropped out within first

four sessions and were lost to follow up. Forty three patients completed treatment and retention at follow

up was 39/43 (91%) at 3 months, 39/43 (91%) at 6 months and 40/43 (93%) at 12 months.

Participants T = 24 C = 19 (excluding those lost in 6 week baseline period)

Included: Patients, aged 55 and over, diagnosed with anxiety disorder by SCID (panic disorder with and

without agoraphobia, social phobia, GAD and anxiety disorder not otherwise specified, Beck Anxiety

score outside the normal range and assessed by the GP as not suffering from medical conditions that

produces anxiety symptoms.

Excluded: Patients with evidence of significant cognitive impairment, patients on medication which was

constant for 3 months before entry and planned to remain constant for the duration of the study.

Age: Mean 72.0 (SD 6.2)

Gender: Male 10 (23%); Female 33 (77%).

Martial status: 21 (49%) married, 17 (39%) widowed, 3 (7%) divorced, 2 (5%) single

Education: 41 (95%) left school between 14 and 16, 2 (5%) completed college/university

Medication: 100% prescribed medication, 25 (58%) anxiolytics, 22 (51%) antidepressants, 4 (9%) both

Accommodation: 42 (98%) own accommodation, 1 (2%) sheltered

Health: 8 (19%) had no current physical health problem

Anxiety: 22 (51%) panic disorders with and without agoraphobia, 1 (2%) social phobia, 8 (19%) GAD

and 12 (28%) anxiety disorder not otherwise specified, mean duration 20 years (SD 20)

Comorbidity: 10 (23%) had comorbid psychiatric disorders, 7 (16%) concurrent mood disorder secondary

to anxiety, 2 (5%) panic as secondary to primary anxiety disorder, 1 (2%) GAD secondary to primary

anxiety disorder

Setting: Not clear

Region: Manchester, England.

Interventions Treatment: Supportive counselling by BAC accredited counsellor and psychology graduate (n = 1), detailed

in a treatment manual, involving verbal and nonverbal attending, active listening, open questioning,

reflecting back, paraphrasing and summation. Monthly peer supervision to ensure treatment fidelity,

audiotaping for fidelity check.
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Barrowclough 2001 (Continued)

Control: CBT from doctoral level clinical psychologists with specialist training in cognitive therapy (n=2),

detailed in manuals, particular CBT models based on particular diagnoses. Monthly peer supervision to

ensure treatment fidelity, audiotaping for fidelity check.

Duration: T: 8-12 sessions of 1 hour over 16 weeks, majority delivered in patient’s home

C: 8-12 sessions of 1 hour over 16 weeks, majority delivered in patient’s home

Mean 10.7 sessions sd 1.2 for both therapies, no difference between therapies

Outcomes Instruments: Beck Anxiety Inventory (BAI), State-Trait Anxiety Inventory (STAI) Trait form, Hamilton

Rating Scale for Anxiety (HRSA), Beck Depression Inventory, Geriatric Depression Scale (GDS), Credi-

bility of Treatment questionnaire.

Notes Quality Rating Scale:

1) = 1

2) = 0

3) = 2

4) = 0

5) = 2

6) = 2

7) = 2

8) NA

9) = 1

10) = 2

11) = 2

12) = 2

13) NA

14) = 2

15) NA

16) = 2

17) = 2

18) = 2

19) = 2

20) =2

21) = 2

22) = 2

23) = 2

Total 34

Risk of bias

Item Authors’ judgement Description

Allocation concealment? Yes A - Adequate
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Boot 1994

Methods RCT

Recruitment: Patients identified by GPs during routine consultations. Criteria for trial eligiblity were

agreed by GPs and counsellors prior to the study.

Randomisation: Random allocation made using a card where concealed experimental and control options

were prepared in advance by computer. With consent, patients entered into study and then randomly

allocated to treatment or control by GP by peeling sticker from patient allocation card to reveal allocation.

Follow up: 6 weeks (post-treatment)

Attrition: 12/204 (6%) patients refused entry to trial. 67/124 (54%) T patients followed up and 41/68

(60%) C patients followed up.

Health care utilisation data from GPs for 88% T and 86% C groups.

Participants T = 124 C = 68

Included: Patients, aged 16 and over, presenting with recent rather than chronic psychological and emo-

tional problems (e.g., stress, crisis, relationship or family problems, anxiety, depression, bereavement, sex-

ual difficulties, employment and financial problems).

Excluded: Patients with severe psychiatric problems (not specified).

Age: Mean 38.7

Gender: Male 66 (35%); Female 126 (65%).

Class:

I/II 57 (30%);

III 43 (22%);

IV 33 (17%);

V 33 (18%);

Student/NK 23 (12%)

Setting: 7 General Practices

Region: Northampton-

shire, England.

Interventions Treatment: One to one counselling by BACP accredited or accreditable counsellors (n = 5), using BACP

definition of counselling.

Control: Usual GP care (n = 28).

Duration: T: Usually one 1 hour session per week for six weeks. 107 patients received 54 GP consultations

in 6 weeks.

C: 60 patients received 39 GP consultations over 6 weeks.

Outcomes Instruments: General Health Questionnaire (GHQ); Health service usage (GP consultation rates, pre-

scribing and referrals to external agencies) extracted from medical records; Patient evaluation of treatment

(4 item measure).

Notes Quality Rating Scale:

1) = 1

2) = 1

3) = 0

4) = 0

5) = 2

6) = 1
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Boot 1994 (Continued)

7) = 1

8) = NA

9) = 1

10) = 1

11) = 1

12) = 1

13) = NA

14) = 0

15) = NA

16) = 1

17) = 2

18) = 1

19) = 2

20) = 2

21) = 1

22) = 2

23) = 2

Total: 23

Risk of bias

Item Authors’ judgement Description

Allocation concealment? No C - Inadequate

Catalan J, UK a

Methods

Participants

Interventions

Outcomes

Notes

Risk of bias

Item Authors’ judgement Description

Allocation concealment? Unclear D - Not used
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Chilvers 2001

Methods PPCT

Recruitment: GPs assessed patients using checklist (Research Diagnostic Criteria for Major depression).

Those with mild to moderate depression recruited.

Randomisation:

Blocks of four stratified by practice. Allocation by telephone. Patients who refused randomisation received

treatment of choice.

Follow-up:

8 weeks and 12 months

Attrition:

For randomised patients, 85/103 (83%) competed 8 week questionnaire; 78/103 (76%) attended 8 week

visit with GP; 65/103 (63%) completed 12 months questionnaire, 46/103 (45%) attended for 12 month

visit with GP; 99/103 (96%) had 12 month case note review.

For preference patients, 164/220 (75%) competed 8 week questionnaire; 142/220 (65%) completed 12

months questionnaire, 80/220 (36%) attended for 12 month visit with GP; 212/220 (96%) had 12 month

case note review.

Significant difference (p = 0.01) in attendance at 12 months follow up appt - attendance ranged between

25% for patients choosing anti depressants to 53% for those randomised to anti depressants.

Participants Randomised:

T = 52 Drugs =51

Preference:

T = 140

Drugs = 80

Included:

Aged 18 - 70, met Research Diagnostic Criteria.

Excluded:

Suicidal; psychotic; post

natal depression; recent bereavement;

drug or alcohol misuse.

Age: Mean 37.8

Gender: Male 23%

Class:

I/II 30%

III 38%

IV or V 33%

Ethnicity: not reported.

Setting: 31 practices

Region: Trent health region, UK

Interventions Intervention:

T: Generic counselling provided by trained counsellor

Drugs: Antidepressant treatment from GP

Duration:

T: Six session guideline - actual number not clear

Drugs: Not clear
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Chilvers 2001 (Continued)

Outcomes Instruments:

Beck Depression Inventory (BDI);

Research Diagnostic Criteria (RDC);

GP rating: SF - 36; global outcome.

Notes Quality Rating Scale:

1) = 1

2) = 1

3) = 2

4) = 2

5) = 2

6) = 2

7) = 1

8) = NA

9) = 1

10) = 2

11) = 1

12) = 2

13) = NA

14) = 0

15) = NA

16) = 1

17) = 2

18) = 2

19) = 2

20) = 2

21) = 2

22) = 2

23) = 2

Total: 32

Risk of bias

Item Authors’ judgement Description

Allocation concealment? Yes A - Adequate
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Friedli 1997

Methods RCT

Recruitment: Patients presenting with emotional difficulties identified and referred for entry into study,

with patient consent, by GP.

Randomisation: Block randomisation was carried out. Two sets of blocks of six (three therapist and three

GP) random combinations were sealed in consecutive envelopes. Patients were randomly assigned to

therapist or GP at the end of the baseline assessment by researcher.

Follow up:

1) 3 months

2) 9 months

Attrition: 35/171 patients identified by GPs as eligible for trial, were excluded, of whom 20 refused entry.

Of 35 non participants, 80% female.

110 (81%) followed up at 3 months and 117 (86%) at 9 months. At 9 months 62 (89%) T and 55 (83%)

C followed up. No significant differences in baseline scores between those followed up and those lost to

follow up.

Participants T = 70 C = 66

Included: Patients aged 18 years or over, with recent onset (last six months) of emotional difficulties

deemed by GP to require brief psychotherpay. No consultation for emotional illness for 12 months before

index episode.

Excluded: Receiving psychological treatment; psychotic or chronic mental illness; actively suicidal; severe

drug or alcohol dependency; physical illness such that unable to attend surgery; language difficulties,

illiteracy; learning disability.

Age: Mean age 39

Gender:

M: 26 (19%);

F: 110 (81%)

Class:

I - IIIa 102 (81%); IIIb - V 24 (19%)

Ethnicity:

White 125 (92%); Non white 11 (8%)

Setting: 14 general practices

Region: N.W. London, UK.

Interventions Treatment: Brief non-directive (Rogerian) one-to-one psychotherapy by four BACP accredited or accred-

itable counsellors.

Control: Standard GP care. Fourteen practices in London, UK; number of GPs who referred or participated

is unclear. GPs discouraged from referring patients to therapist during trial unless essential.

Duration: T: 6 - 12 sessions of 50 mins. Mean 7.7 sessions (s.d. 3.8, range 1 - 12).

C: Not reported.

Outcomes Instruments: Beck Depression Inventory (BDI); Brief Symptom Inventory (BSI); Modified Social Adjust-

ment Scale (SAS); Revised Clinical Interview Schedule (CIS).

Patient satisfaction with treatment measured using Brief Structured Recall for Satisfaction.
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Friedli 1997 (Continued)

Notes Quality Rating Scale:

1) = 2

2) = 1

3) = 2

4) = 2

5) = 2

6) = 2

7) = 1

8) = NA

9) = 1

10) = 1

11) = 2

12) = 1

13) = NA

14) = 2

15) = NA

16) = 1

17) = 2

18) = 1

19) = 2

20) = 2

21) = 2

22) = 2

23) = 2

Total: 33

Risk of bias

Item Authors’ judgement Description

Allocation concealment? Yes A - Adequate
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Harvey 1998

Methods RCT

Recruitment: GPs identified suitable patients; requested consent; recorded baseline data; completed scales

and then randomised patient.

Randomisation: Subjects randomly allocated using sealed opaque envelopes prepared outside the practices

by the research team. Regular checks made to ensure envelopes being opened in strict number order. Block

randomisation (six block size) was used, with a 2:1 ratio in favour of counselling to avoid waiting lists for

counselling.

Follow up: 4 months.

Attrition: 122/164 (75%) patients followed up at 4 months, 24% and 26% from each arm (not clear

which, presumably T and C respectively).

Participants T = 111 C = 51

Included: Patients aged 16 and over with minor mental health problems, irrespective of previous mental

health history.

Excluded: Patients with phobic conditions or psychoses.

Age: 37.0 (median)

Gender: Male 42 (26%); Female 120 (74%)

Class: Non manual 54 (36%); Manual 18 (12%); Economically inactive 80 (53%)

Setting: GP surgeries and health centres.

Region: Cardiff and Swansea, Wales.

Interventions Treatment: Brief non- standardised person centered one to one counselling (including solution focused,

cognitive behavioural) by 9 different professionals. Counsellors were BAC accredited or trained to diploma

standard.

Control: Routine GP care (GPs from 9 practices) including drug treatment, referral to secondary care or

other agencies.

Duration: T: Treatment offered up to 6 weekly sessions of 50 mins, median attended 3 (mean 4.2), 3.67

hours, IQR of 5.3, 3.6% (n = 3 ) DNA.

C: Mean 1.5 hrs GP time, 0.22 referrals.

Outcomes Instruments: Hospital Anxiety and Depression Scale (HAD); COOP/WONCA functional health assess-

ment scales; Duke Functional Social Support Scale (DFSS); Delighted-

Terrible Faces overall assessment of quality of life (DT); Short Form 36 (Swansea practices only).

Cost of counsellor time £11 (actual costs) or £15 per hour (from recent survey). GP time cost £25 per

hour. Cost of medication and referrals to other agencies (latter based on mean prices set by NHS Trusts

in Avon).

Sensitivity analysis used 3 approaches to referral costs 1) assumed NHS costs only and that number of

Out Patient appointments consistent with specialty follow up patterns observed 2) As above, but included

costs of private referrals 3) assumed that each out patient referral resulted in only one appointment and

included costs of private referrals.

Notes Quality Rating Scale:

1) = 1

2) = 1

3) = 1

4) = 2
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Harvey 1998 (Continued)

5) = 2

6) = 2

7) = 1

8) = NA

9) = 1

10) = 1

11) = 0

12) = 1

13) = NA

14) = 1

15) = NA

16) = 1

17) = 2

18) = 1

19) = 2

20) = 1

21) = 1

22) = 2

23) = 2

Total: 26

Risk of bias

Item Authors’ judgement Description

Allocation concealment? Yes A - Adequate

Hemmings 1997

Methods RCT

Recruitment: Identification, request for consent and randomisation by GPs.

Randomisation: GP opened a sealed random selection envelope containing either a Counselling or Control

slip, in a ratio of 2:1. Actual ratio at end of study was 2.85:1. One GP’s patients were excluded from the

study after referring 9 subjects to Counselling group and only 1 to routine treatment (a chance referral

ratio of more than 6: 1 was considered unlikely).

Follow up:

1) 4 months

2) 8 months

Attrition: 154 (82%) patients followed up at 4 months and 100 (53%) at 8 months.

114/136 (84%) T and 40/52 C (77%) followed up at 4 months. Figures given identical for 8 months but

from percentages would be 76 T (56%) and 24 C (46%).
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Hemmings 1997 (Continued)

Participants T = 136 C = 52

Included: GPs and counsellors agreed criteria taking into account counsellors’ training and skills. Included

patients with anxiety disorders, including phobic anxiety and obsessive compulsive disorder; depressive

disorder; undifferentiated somatoform disorders; psychosexual problems; relationship and family prob-

lems; bereavement and substance misuse problems.

Excluded: Patients with very severe depression.

Age: Mean age 36.8

Gender:

Male 52 (28%); Female 136 (72%)

Class:

I/II 11 (6%); IIINM 44 (23%); IIIM 31 (17%);

IV 47 (25%); Housewife 55 (29%)

Setting: 1 urban, 2 semi rural general practices.

Region: Sussex, England.

Interventions Treatment: One to one generic counselling by 3 different professionals who met minimum requirement for

BACP accreditation. Consistent with BACP definition of counselling (personal communication, 2000).

Cognitive analytic and psychosynthesis used by two counsellors.

Control: Routine care including reassurance and advice.

Duration: T: Mean 5.7 sessions per patient (range 0 - 14); no description of length of sessions, assumed

therapeutic hour (50 mins). No details of GP consultations.

C: 18 (34%) had 1 consultation only, 17 (33%) referred to external counselling and psychology services;

17 (33%) prescribed psychotropic medication; 6 of whom were referred to psychiatric services. No details

of GP consultations.

Outcomes Instruments: Symptom Index; Inventory of Interpersonal Problems; Eyesenck Personality Questionnaire:

Repertory Grids; Counselling Satisfaction Questionnaire. Medical notes for details of external referrals

and medication.

No cost effectiveness analysis undertaken.

Notes Quality Rating Scale:

1) = 1

2) = 1

3) = 2

4) = 2

5) = 1

6) = 1

7) = 1

8) = NA

9) = 1

10) = 1

11) = 1

12) = 1

13) = NA

14) = 2

15) = NA
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Hemmings 1997 (Continued)

16) = 1

17) = 2

18) = 1

19) = 2

20) = 1

21) = 1

22) = 2

23) = 2

Total: 27

Risk of bias

Item Authors’ judgement Description

Allocation concealment? No C - Inadequate

King 2000

Methods PPCT

Recruitment: Identification by GP.

Randomisation:

By numbered, sealed, opaque envelopes. Allocation was blocked and stratified for BDI score. Patients either

randomised between all three treatments, between two psychological therapies, or allocated by preference.

Separate randomisation schedules for randomisation between three treatments and randomisation between

the two psychological therapies, and for each assessor.

Follow-up:

4 and 12 months.

Attrition:

180/197 (91%) of patients randomised between the three treatments at 4 months; 165/197 (84%) at 12

months. 111/130 (85%) of patients randomised between two treatments at 4 months; 101/130 (78%) at

12 months. 120/137 (88%) of patients with preferences at 4 months; 106/137 (77%) at 12 months.

Participants Randomised between three therapies (NDC 67, CBT 63, GP 67).

Randomised between 2 therapies (NDC 59, CBT =

71).

Preference allocation (NDC 54, CBT 81, GP = 2)

Included: Patients with depression or mixed anxiety/

depression.

Excluded:

Suicidal; therapy in last 6 months; on anti-depressants; restricted mobility; organic brain syndrome;

language or learning difficulties.

Age: Mean 39 in NDC, mean 36 in CBT, mean 37 in GP

Gender: 53 (79%) F in NDC, 49 (78%) in CBT, 50 (75%) in GP.

Class:

I -III: 46 (69%) in NDC, 40 (66%) in CBT, 45 (67%) in GP.
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King 2000 (Continued)

Ethnicity: 61 (92%) white in NDC, 57 (91%) in CBT, 59 (89%) white in GP.

Setting: 24 practices

Region: London and Greater Manchester, although some patients seen in hospital and community setting.

Interventions T1 = Non directive counselling from BACP accreditable therapists

T2 = cognitive-behavioural therapy from BABCP accreditable therapists

C = Routine GP care.

Duration: T1 = mean of 6.4 sessions plus 7.7 surgery contacts over 12 months

T2 = mean of 5.0 sessions plus mean of 6.5 surgery contacts over 12 months

C = mean of 9.1 surgery contacts over 12 months

Outcomes Instruments: Beck Depression Inventory; Brief Symptom Index, Social Attitudes Scale, Euroqol; Com-

puterised revised clinical interview schedule; satisfaction scale.

Cost effectiveness analysis.

Notes Quality Rating Scale:

1) = 2

2) = 1

3) = 2

4) = 2

5) = 2

6) = 2

7) = 2

8) = NA

9) = 1

10) = 2

11) = 2

12) = 2

13) = NA

14) = 2

15) = NA

16) = 1

17) = 2

18) = 2

19) = 2

20) = 2

21) = 2

22) = 2

23) = 2

Total: 37

Risk of bias

Item Authors’ judgement Description
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King 2000 (Continued)

Allocation concealment? Yes A - Adequate

Simpson 2000

Methods RCT

Recruitment:

Originally identified by GPs; then changed to screening waiting surgery patients using BDI.

Randomisation: Health Authority undertook randomisation using random number tables.

Follow-up:

6 and 12 months.

Attrition:

T = 82/92 (89%) at 6 months, 75/92 (82%) at 12 months.

C = 79/89 (89%0 at 6 months, 68/89 (76%) at 12 months.

Participants T = 92

C = 89.

Included: Aged 18 - 70 with mild - moderate symptoms of depression from 6 months or more; depression

or anxiety/

depression as

main symptom; score 14+ on BDI.

Excluded: Severe depression or anxiety; anxiety only; drug or alcohol problems; psychotic or suicidal;

chronic depression (5 years+); heartsink; therapy in last 6 mos.

Age:

T = mean 42

C = mean 44

Gender: T = 78/92 (85%) F

C = 67/89 (75%) Female

Class:

T = 20% manual; 34% non manual; 20% retired; 26% unemployed

C = 19% manual; 36% non manual; 19% retired; 26% unemployed.

Ethnicity: not reported

Setting: 9 practices

Region: Derbyshire, UK.

Interventions T = Psychodynamic or non-directive counselling

C = Routine GP care

Duration:

T = Mean 6 sessions of 55 mins (range 1 - 16).

C = 4 GP consultations

Outcomes Beck Depression Inventory; Social Adjustment Schedule; Inventory of interpersonal problems; Social

Attidutes Scale; Duke Social Support scale. Cost effectiveness analysis.
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Simpson 2000 (Continued)

Notes Quality Rating Scale:

1) = 2

2) = 1

3) = 2

4) = 2

5) = 2

6) = 2

7) = 2

8) = NA

9) = 1

10) = 2

11) = 2

12) = 2

13) = NA

14) = 2

15) = NA

16) = 1

17) = 2

18) = 2

19) = 2

20) = 2

21) = 2

22) = 2

23) = 2

Total: 37

Risk of bias

Item Authors’ judgement Description

Allocation concealment? Yes A - Adequate

Characteristics of excluded studies [ordered by study ID]

Ali 2003 Training did not meet requirements of the review

Anderson 1979 No random allocation

Anderson S, Hasler J

Appleby 1997 Cognitive-behavioural therapy

Appleby 2003 Training did not meet requirements of the review
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(Continued)

Arn 1989 Psychosomatic population

Ashurst 1983 Training did not meet requirements of the review

Barrett 1999 Problem solving therapy

Barsky 2004 Cognitive-behavioural therapy

Bellamy 2000 No random allocation

Bennun 1984 Not primary care based

Benson 1988 Group therapy

Blakey 1986 Cognitive-behavioural therapy. No random allocation

Blanchard 1995 Nurse intervention involving counselling. Training did not meet requirements of the review

Blomhoff 2001 Cognitive-behavioural therapy

Bolton 2001 Cognitive-behavioural therapy

Booth 1997 No random allocation

Booth H, et al.

Brantley 1986 Cognitive-behavioural therapy

Brodaty 1983 Psychodynamic therapy

Brody 1990 GP counselling. Training did not meet requirements of the review

Brown 2004 Not primary care based. Psychoeducational therapy

Browne 2002 Interpersonal therapy

Catalan 1984 Problem solving therapy

Catalan 1991 Problem solving therapy

Cooper 1975 Social work counselling

Cooper 1997 Training did not meet requirements of the review
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(Continued)

Corney 1984 Social work counselling. Training did not meet requirements of the review

Crowe 1978 Not primary care based

Dowrick 2000 Problem solving therapy

Earll 1982 Cognitive-behavioural therapy

Gath 1986 Problem solving therapy

Gournay 1994 Community psychiatric nurse counselling. Training did not meet requirements of the review

Hawton 1987 Not primary care based

Hebert 1994 Not primary care based

Holden 1989 Nurse counselling. Training did not meet requirements of the review

Honey 2002 Psychoeducational therapy

Huibers 2004 Cognitive-behavioural therapy. Training did not meet requirements of the review. Fatigued population

Hunter 1995 Problem solving therapy

Huygen 1983 No random allocation

Judd 2001 Interpersonal counselling and cognitive-behavioural therapy

Karlberg 1998 Psychosomatic population

Kashner 1995 Consultation-liaison intervention

Katon 1992 Consultation-liaison intervention

Katon 1995 Consultation-liaison intervention

Katon 1996 Consultation-liaison intervention, cognitive-behavioural therapy

King 1994 Training did not meet requirements of the review

King 2002 Cognitive-behavioural therapy.

Klerman 1996 Interpersonal counselling. Training did not meet requirements of the review
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(Continued)

Kupshik 1999 Guided bibliotherapy

Lang 2003 Cognitive-behavioural therapy

Lidbeck 1997 Cognitive-behavioural therapy

Lofvander 1997 Pain and rehabilitation population.

Lynch 1997 Problem solving therapy

Lyon 1993 No random allocation

Maisiak 1996 Psychosomatic population. Not primary care based

Malt 1999 GP counselling. Training did not meet requirements of the review

Mann 1998 Consultation-liaison intervention

Marks 1985 Cognitive-behavioural therapy

McLeod 1997 Cognitive-behavioural therapy

Miranda 1994 Cognitive-behavioural therapy

Moldenhauer 2004 Cognitive-behavioural therapy

Munoz 1995 Cognitive-behavioural therapy

Mynors-Wallis 1995 Problem solving therapy

Mynors-Wallis 1997 Problem solving therapy

Mynors-Wallis 2000 Problem solving therapy

Paykel 1982 Not primary care based

Power 1989 Cognitive-behavioural therapy

Power 1990 Cognitive-behavioural therapy

Power 2000 Cognitive-behavioural therapy

Raphael 1977 Not primary care based
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(Continued)

Richards 2003 Guided bibliotherapy

Ridsdale 2001 Chronic fatigue population. Training did not meet requirements of the review

Ridsdale 2004 Chronic fatigue population. Cognitive-behavioural therapy

Robson 1984 Cognitive-behavioural therapy

Ross 1985 Cognitive-behavioural therapy

Saarijarvi 1991 Chronic pain population

Schilte 2001 Training did not meet requirements of the review

Schmaling 2002 Problem solving therapy

Schulberg 1996 Interpersonal therapy

Scott 1992 Social case work and cognitive-behavioural therapy. Training did not meet requirements of the review

Scott 1997 Cognitive-behavioural therapy

Sharp 1997 Cognitive-behavioural therapy

Sharp 2004 Cognitive-behavioural therapy

Simon 2004 Cognitive-behavioural therapy

Simons 2001 Training did not meet requirements of the review

Stanley 2003 Cognitive-behavioural therapy

Stanton 1998 Nurse counselling. Training did not meet requirements of the review

Sumathipala 2000 Cognitive-behavioural therapy

Teasdale 1984 Cognitive-behavioural therapy

Tutty 2000 Cognitive-behavioural therapy

van Eijk 2004 COPD and diabetes population. Training did not meet requirements of the review

Walsh 2004 Cognitive-behavioural therapy
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(Continued)

Watson 2003 Not primary care based.

Wells 2001 Cognitive-behavioural therapy

Wickberg 1996 Nurse counselling. Training did not meet requirements of the review

Willemse 2004 Guided bibliotherapy
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D A T A A N D A N A L Y S E S

Comparison 1. Counselling compared with usual GP care (short term)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 6 772 Std. Mean Difference (IV, Fixed, 95% CI) -0.28 [-0.43, -0.13]

2 Social function 3 386 Std. Mean Difference (IV, Fixed, 95% CI) -0.09 [-0.29, 0.11]

Comparison 2. Counselling compared with all GP care (short term)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 7 855 Std. Mean Difference (IV, Fixed, 95% CI) -0.24 [-0.38, -0.10]

Comparison 3. Counselling compared with usual GP care (short term, sensitivity analysis on quality)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 4 510 Std. Mean Difference (IV, Fixed, 95% CI) -0.27 [-0.45, -0.09]

Comparison 4. Counselling compared with usual GP care (short term, sensitivity analysis on chronicity)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 5 611 Std. Mean Difference (IV, Fixed, 95% CI) -0.36 [-0.53, -0.19]

57Effectiveness and cost effectiveness of counselling in primary care (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Comparison 5. Counselling compared with usual GP care (short term, sensitivity analysis on quality and chronic-

ity)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 3 349 Std. Mean Difference (IV, Fixed, 95% CI) -0.41 [-0.62, -0.19]

Comparison 6. Counselling compared with usual GP care (short term, chronic patients only)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 1 161 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

Comparison 7. Counselling compared with usual GP care (long term)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 4 475 Std. Mean Difference (IV, Fixed, 95% CI) -0.09 [-0.27, 0.10]

2 Social function 3 369 Std. Mean Difference (IV, Fixed, 95% CI) -0.12 [-0.33, 0.08]

Comparison 8. Counselling compared with all GP care (long term)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 5 540 Std. Mean Difference (IV, Fixed, 95% CI) -0.05 [-0.23, 0.12]

Comparison 9. Counselling compared with usual GP care (long term, sensitivity analysis on quality)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 3 375 Std. Mean Difference (IV, Fixed, 95% CI) -0.10 [-0.31, 0.10]
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Comparison 10. Counselling compared with usual GP care (long term, sensitivity analysis on chronicity)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 3 332 Std. Mean Difference (IV, Fixed, 95% CI) -0.11 [-0.34, 0.11]

Comparison 11. Counselling compared with usual GP care (long term, sensitivity analysis on quality and chronic-

ity)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 2 232 Std. Mean Difference (IV, Fixed, 95% CI) -0.15 [-0.40, 0.11]

Comparison 12. Counselling compared with usual GP care (long term, chronic patients only)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 1 143 Std. Mean Difference (IV, Fixed, 95% CI) -0.03 [-0.36, 0.30]

Comparison 13. Counselling compared with usual GP care (very long term, chronic patients only)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 1 109 Std. Mean Difference (IV, Fixed, 95% CI) -0.03 [-0.41, 0.34]

2 Social function 1 109 Std. Mean Difference (IV, Fixed, 95% CI) -0.18 [-0.56, 0.20]

Comparison 14. Counselling compared with GP antidepressant treatment (short term)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 1 83 Std. Mean Difference (IV, Fixed, 95% CI) 0.04 [-0.39, 0.47]
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Comparison 15. Counselling compared with GP antidepressant treatment (long term)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 1 65 Std. Mean Difference (IV, Fixed, 95% CI) 0.17 [-0.32, 0.66]

Comparison 16. Counselling compared with CBT (short term, depressed patients)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 1 229 Std. Mean Difference (IV, Fixed, 95% CI) -0.02 [-0.28, 0.24]

Comparison 17. Counselling compared with CBT (long term, depressed patients)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 1 209 Std. Mean Difference (IV, Fixed, 95% CI) 0.13 [-0.14, 0.41]

Comparison 18. Counselling compared with CBT (short term, anxious patients)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 1 43 Std. Mean Difference (IV, Fixed, 95% CI) 0.53 [-0.09, 1.14]

Comparison 19. Counselling compared with CBT (long term, anxious patients)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 1 39 Std. Mean Difference (IV, Fixed, 95% CI) 0.47 [-0.18, 1.12]
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Comparison 20. Counselling compared with CBT (very long term, anxious patients)

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Mental health 1 39 Std. Mean Difference (IV, Fixed, 95% CI) 0.49 [-0.16, 1.14]

Analysis 1.1. Comparison 1 Counselling compared with usual GP care (short term), Outcome 1 Mental

health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 1 Counselling compared with usual GP care (short term)

Outcome: 1 Mental health

Study or subgroup Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Boot 1994 67 6.21 (6.97) 41 10.56 (8.97) 13.9 % -0.55 [ -0.95, -0.16 ]

Friedli 1997 59 11.7 (7.7) 51 15.6 (10.5) 15.2 % -0.43 [ -0.80, -0.05 ]

Harvey 1998 77 7.29 (4.57) 38 8.23 (5.05) 14.4 % -0.20 [ -0.59, 0.19 ]

Hemmings 1997 114 0.98 (0.66) 40 1.03 (0.82) 16.8 % -0.07 [ -0.43, 0.29 ]

King 2000 62 11.5 (7.7) 62 17.2 (11.9) 16.9 % -0.57 [ -0.92, -0.21 ]

Simpson 2000 82 16 (9.3) 79 16 (8.1) 22.8 % 0.0 [ -0.31, 0.31 ]

Total (95% CI) 461 311 100.0 % -0.28 [ -0.43, -0.13 ]

Heterogeneity: Chi2 = 9.46, df = 5 (P = 0.09); I2 =47%

Test for overall effect: Z = 3.68 (P = 0.00023)

-1 -0.5 0 0.5 1
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Analysis 1.2. Comparison 1 Counselling compared with usual GP care (short term), Outcome 2 Social

function.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 1 Counselling compared with usual GP care (short term)

Outcome: 2 Social function

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Friedli 1997 59 2.2 (0.5) 51 2.3 (0.6) 28.4 % -0.18 [ -0.56, 0.19 ]

King 2000 61 2.15 (0.47) 54 2.22 (0.65) 29.8 % -0.12 [ -0.49, 0.24 ]

Simpson 2000 82 2.4 (0.6) 79 2.4 (0.5) 41.9 % 0.0 [ -0.31, 0.31 ]

Total (95% CI) 202 184 100.0 % -0.09 [ -0.29, 0.11 ]

Heterogeneity: Chi2 = 0.58, df = 2 (P = 0.75); I2 =0.0%

Test for overall effect: Z = 0.86 (P = 0.39)
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Analysis 2.1. Comparison 2 Counselling compared with all GP care (short term), Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 2 Counselling compared with all GP care (short term)

Outcome: 1 Mental health

Study or subgroup Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Boot 1994 67 6.21 (6.97) 41 10.56 (8.97) 12.5 % -0.55 [ -0.95, -0.16 ]

Chilvers 2001 39 15.2 (11.6) 44 14.8 (10.05) 10.5 % 0.04 [ -0.39, 0.47 ]

Friedli 1997 59 11.7 (7.7) 51 15.6 (10.5) 13.6 % -0.43 [ -0.80, -0.05 ]

Harvey 1998 77 7.29 (4.57) 38 8.23 (5.05) 12.9 % -0.20 [ -0.59, 0.19 ]

Hemmings 1997 114 0.98 (0.66) 40 1.03 (0.82) 15.0 % -0.07 [ -0.43, 0.29 ]

King 2000 62 11.5 (7.7) 62 17.2 (11.9) 15.1 % -0.57 [ -0.92, -0.21 ]

Simpson 2000 82 16 (9.3) 79 16 (8.1) 20.4 % 0.0 [ -0.31, 0.31 ]

Total (95% CI) 500 355 100.0 % -0.24 [ -0.38, -0.10 ]

Heterogeneity: Chi2 = 11.29, df = 6 (P = 0.08); I2 =47%

Test for overall effect: Z = 3.43 (P = 0.00060)
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Analysis 3.1. Comparison 3 Counselling compared with usual GP care (short term, sensitivity analysis on

quality), Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 3 Counselling compared with usual GP care (short term, sensitivity analysis on quality)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Friedli 1997 59 11.7 (7.7) 51 15.6 (10.5) 21.9 % -0.43 [ -0.80, -0.05 ]

Harvey 1998 77 7.29 (4.57) 38 8.23 (5.05) 20.8 % -0.20 [ -0.59, 0.19 ]

King 2000 62 11.5 (7.7) 62 17.2 (11.9) 24.4 % -0.57 [ -0.92, -0.21 ]

Simpson 2000 82 16 (9.3) 79 16 (8.1) 33.0 % 0.0 [ -0.31, 0.31 ]

Total (95% CI) 280 230 100.0 % -0.27 [ -0.45, -0.09 ]

Heterogeneity: Chi2 = 6.31, df = 3 (P = 0.10); I2 =52%

Test for overall effect: Z = 3.00 (P = 0.0027)
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Analysis 4.1. Comparison 4 Counselling compared with usual GP care (short term, sensitivity analysis on

chronicity), Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 4 Counselling compared with usual GP care (short term, sensitivity analysis on chronicity)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Boot 1994 67 6.21 (6.97) 41 10.56 (8.97) 18.0 % -0.55 [ -0.95, -0.16 ]

Friedli 1997 59 11.7 (7.7) 51 15.6 (10.5) 19.7 % -0.43 [ -0.80, -0.05 ]

Harvey 1998 77 7.29 (4.57) 38 8.23 (5.05) 18.6 % -0.20 [ -0.59, 0.19 ]

Hemmings 1997 114 0.98 (0.66) 40 1.03 (0.82) 21.8 % -0.07 [ -0.43, 0.29 ]

King 2000 62 11.5 (7.7) 62 17.2 (11.9) 21.9 % -0.57 [ -0.92, -0.21 ]

Total (95% CI) 379 232 100.0 % -0.36 [ -0.53, -0.19 ]

Heterogeneity: Chi2 = 5.45, df = 4 (P = 0.24); I2 =27%

Test for overall effect: Z = 4.19 (P = 0.000028)
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Analysis 5.1. Comparison 5 Counselling compared with usual GP care (short term, sensitivity analysis on

quality and chronicity), Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 5 Counselling compared with usual GP care (short term, sensitivity analysis on quality and chronicity)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Friedli 1997 59 11.7 (7.7) 51 15.6 (10.5) 32.7 % -0.43 [ -0.80, -0.05 ]

Harvey 1998 77 7.29 (4.57) 38 8.23 (5.05) 31.0 % -0.20 [ -0.59, 0.19 ]

King 2000 62 11.5 (7.7) 62 17.2 (11.9) 36.4 % -0.57 [ -0.92, -0.21 ]

Total (95% CI) 198 151 100.0 % -0.41 [ -0.62, -0.19 ]

Heterogeneity: Chi2 = 1.87, df = 2 (P = 0.39); I2 =0.0%

Test for overall effect: Z = 3.67 (P = 0.00024)
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Analysis 6.1. Comparison 6 Counselling compared with usual GP care (short term, chronic patients only),

Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 6 Counselling compared with usual GP care (short term, chronic patients only)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Simpson 2000 82 16 (9.3) 79 16 (8.1) 100.0 % 0.0 [ -0.31, 0.31 ]

Total (95% CI) 82 79 100.0 % 0.0 [ -0.31, 0.31 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.0 (P = 1.0)
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Analysis 7.1. Comparison 7 Counselling compared with usual GP care (long term), Outcome 1 Mental

health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 7 Counselling compared with usual GP care (long term)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Friedli 1997 62 9.7 (8.5) 55 13.5 (10.7) 25.7 % -0.39 [ -0.76, -0.03 ]

Hemmings 1997 76 0.95 (0.8) 24 0.95 (0.79) 16.4 % 0.0 [ -0.46, 0.46 ]

King 2000 58 11.1 (9.3) 57 10.2 (8.5) 25.8 % 0.10 [ -0.27, 0.47 ]

Simpson 2000 75 15 (9.8) 68 15.3 (8.6) 32.1 % -0.03 [ -0.36, 0.30 ]

Total (95% CI) 271 204 100.0 % -0.09 [ -0.27, 0.10 ]

Heterogeneity: Chi2 = 3.93, df = 3 (P = 0.27); I2 =24%

Test for overall effect: Z = 0.90 (P = 0.37)
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Analysis 7.2. Comparison 7 Counselling compared with usual GP care (long term), Outcome 2 Social

function.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 7 Counselling compared with usual GP care (long term)

Outcome: 2 Social function

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Friedli 1997 62 2 (0.5) 55 2.2 (0.5) 31.3 % -0.40 [ -0.76, -0.03 ]

King 2000 55 2.1 (0.51) 54 1.98 (0.55) 29.7 % 0.22 [ -0.15, 0.60 ]

Simpson 2000 75 2.3 (0.6) 68 2.4 (0.6) 39.0 % -0.17 [ -0.49, 0.16 ]

Total (95% CI) 192 177 100.0 % -0.12 [ -0.33, 0.08 ]

Heterogeneity: Chi2 = 5.49, df = 2 (P = 0.06); I2 =64%

Test for overall effect: Z = 1.17 (P = 0.24)
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Analysis 8.1. Comparison 8 Counselling compared with all GP care (long term), Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 8 Counselling compared with all GP care (long term)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Chilvers 2001 31 16.7 (11.5) 34 14.6 (13.1) 12.7 % 0.17 [ -0.32, 0.66 ]

Friedli 1997 62 9.7 (8.5) 55 13.5 (10.7) 22.4 % -0.39 [ -0.76, -0.03 ]

Hemmings 1997 76 0.95 (0.8) 24 0.95 (0.79) 14.3 % 0.0 [ -0.46, 0.46 ]

King 2000 58 11.1 (9.3) 57 10.2 (8.5) 22.5 % 0.10 [ -0.27, 0.47 ]

Simpson 2000 75 15 (9.8) 68 15.3 (8.6) 28.0 % -0.03 [ -0.36, 0.30 ]

Total (95% CI) 302 238 100.0 % -0.05 [ -0.23, 0.12 ]

Heterogeneity: Chi2 = 4.84, df = 4 (P = 0.30); I2 =17%

Test for overall effect: Z = 0.60 (P = 0.55)
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Analysis 9.1. Comparison 9 Counselling compared with usual GP care (long term, sensitivity analysis on

quality), Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 9 Counselling compared with usual GP care (long term, sensitivity analysis on quality)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Friedli 1997 62 9.7 (8.5) 55 13.5 (10.7) 30.7 % -0.39 [ -0.76, -0.03 ]

King 2000 58 11.1 (9.3) 57 10.2 (8.5) 30.9 % 0.10 [ -0.27, 0.47 ]

Simpson 2000 75 15 (9.8) 68 15.3 (8.6) 38.4 % -0.03 [ -0.36, 0.30 ]

Total (95% CI) 195 180 100.0 % -0.10 [ -0.31, 0.10 ]

Heterogeneity: Chi2 = 3.78, df = 2 (P = 0.15); I2 =47%

Test for overall effect: Z = 0.99 (P = 0.32)
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Analysis 10.1. Comparison 10 Counselling compared with usual GP care (long term, sensitivity analysis on

chronicity), Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 10 Counselling compared with usual GP care (long term, sensitivity analysis on chronicity)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Friedli 1997 62 9.7 (8.5) 55 13.5 (10.7) 37.8 % -0.39 [ -0.76, -0.03 ]

Hemmings 1997 76 0.95 (0.8) 24 0.95 (0.79) 24.2 % 0.0 [ -0.46, 0.46 ]

King 2000 58 11.1 (9.3) 57 10.2 (8.5) 38.0 % 0.10 [ -0.27, 0.47 ]

Total (95% CI) 196 136 100.0 % -0.11 [ -0.34, 0.11 ]

Heterogeneity: Chi2 = 3.79, df = 2 (P = 0.15); I2 =47%

Test for overall effect: Z = 0.96 (P = 0.34)
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Analysis 11.1. Comparison 11 Counselling compared with usual GP care (long term, sensitivity analysis on

quality and chronicity), Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 11 Counselling compared with usual GP care (long term, sensitivity analysis on quality and chronicity)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Friedli 1997 62 9.7 (8.5) 55 13.5 (10.7) 49.9 % -0.39 [ -0.76, -0.03 ]

King 2000 58 11.1 (9.3) 57 10.2 (8.5) 50.1 % 0.10 [ -0.27, 0.47 ]

Total (95% CI) 120 112 100.0 % -0.15 [ -0.40, 0.11 ]

Heterogeneity: Chi2 = 3.49, df = 1 (P = 0.06); I2 =71%

Test for overall effect: Z = 1.10 (P = 0.27)
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Analysis 12.1. Comparison 12 Counselling compared with usual GP care (long term, chronic patients only),

Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 12 Counselling compared with usual GP care (long term, chronic patients only)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Simpson 2000 75 15 (9.8) 68 15.3 (8.6) 100.0 % -0.03 [ -0.36, 0.30 ]

Total (95% CI) 75 68 100.0 % -0.03 [ -0.36, 0.30 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.19 (P = 0.85)
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Analysis 13.1. Comparison 13 Counselling compared with usual GP care (very long term, chronic patients

only), Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 13 Counselling compared with usual GP care (very long term, chronic patients only)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Simpson 2000 54 13.5 (8.8) 55 13.8 (8.4) 100.0 % -0.03 [ -0.41, 0.34 ]

Total (95% CI) 54 55 100.0 % -0.03 [ -0.41, 0.34 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.18 (P = 0.86)
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Analysis 13.2. Comparison 13 Counselling compared with usual GP care (very long term, chronic patients

only), Outcome 2 Social function.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 13 Counselling compared with usual GP care (very long term, chronic patients only)

Outcome: 2 Social function

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Simpson 2000 54 2.3 (0.6) 55 2.4 (0.5) 100.0 % -0.18 [ -0.56, 0.20 ]

Total (95% CI) 54 55 100.0 % -0.18 [ -0.56, 0.20 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.94 (P = 0.35)
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Analysis 14.1. Comparison 14 Counselling compared with GP antidepressant treatment (short term),

Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 14 Counselling compared with GP antidepressant treatment (short term)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Chilvers 2001 39 15.2 (11.6) 44 14.8 (10.05) 100.0 % 0.04 [ -0.39, 0.47 ]

Total (95% CI) 39 44 100.0 % 0.04 [ -0.39, 0.47 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.17 (P = 0.87)
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Analysis 15.1. Comparison 15 Counselling compared with GP antidepressant treatment (long term),

Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 15 Counselling compared with GP antidepressant treatment (long term)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Chilvers 2001 31 16.7 (11.5) 34 14.6 (13.1) 100.0 % 0.17 [ -0.32, 0.66 ]

Total (95% CI) 31 34 100.0 % 0.17 [ -0.32, 0.66 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.67 (P = 0.50)
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Analysis 16.1. Comparison 16 Counselling compared with CBT (short term, depressed patients), Outcome

1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 16 Counselling compared with CBT (short term, depressed patients)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

King 2000 112 12.3 (8.5) 117 12.5 (10) 100.0 % -0.02 [ -0.28, 0.24 ]

Total (95% CI) 112 117 100.0 % -0.02 [ -0.28, 0.24 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.16 (P = 0.87)
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Analysis 17.1. Comparison 17 Counselling compared with CBT (long term, depressed patients), Outcome 1

Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 17 Counselling compared with CBT (long term, depressed patients)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

King 2000 102 11.2 (9.1) 107 9.9 (10.2) 100.0 % 0.13 [ -0.14, 0.41 ]

Total (95% CI) 102 107 100.0 % 0.13 [ -0.14, 0.41 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.97 (P = 0.33)
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Analysis 18.1. Comparison 18 Counselling compared with CBT (short term, anxious patients), Outcome 1

Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 18 Counselling compared with CBT (short term, anxious patients)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Barrowclough 2001 24 17.46 (12.17) 19 11.58 (9.17) 100.0 % 0.53 [ -0.09, 1.14 ]

Total (95% CI) 24 19 100.0 % 0.53 [ -0.09, 1.14 ]

Heterogeneity: not applicable

Test for overall effect: Z = 1.68 (P = 0.092)
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Analysis 19.1. Comparison 19 Counselling compared with CBT (long term, anxious patients), Outcome 1

Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 19 Counselling compared with CBT (long term, anxious patients)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Barrowclough 2001 23 17 (10.91) 16 12.06 (9.45) 100.0 % 0.47 [ -0.18, 1.12 ]

Total (95% CI) 23 16 100.0 % 0.47 [ -0.18, 1.12 ]

Heterogeneity: not applicable

Test for overall effect: Z = 1.42 (P = 0.16)
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Analysis 20.1. Comparison 20 Counselling compared with CBT (very long term, anxious patients),

Outcome 1 Mental health.

Review: Effectiveness and cost effectiveness of counselling in primary care

Comparison: 20 Counselling compared with CBT (very long term, anxious patients)

Outcome: 1 Mental health

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Barrowclough 2001 23 17.61 (12.41) 16 11.8 (10.23) 100.0 % 0.49 [ -0.16, 1.14 ]

Total (95% CI) 23 16 100.0 % 0.49 [ -0.16, 1.14 ]

Heterogeneity: not applicable

Test for overall effect: Z = 1.49 (P = 0.14)
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