
property is kept in good order, that buildings are
insured, and tax affairs dealt with. They can apply to use
capital to pay for nursing home or similar care or to
maintain the patient at home. They can also apply for
special authority to make loans and investments on the
patient's behalf or to buy a piece of special equipment or
furniture for the patient's benefit.

Living wills (advance directives)
Powers of attorney and the Court of Protection deal

only with material assets. Living wills are concerned
with decisions about treatment, especially at the end of
life. A person in sound mind might stipulate that,
should he or she become incapable of decisions and
develop particular grievous illnesses, then certain treat-
ments should, or should not, be given.

In the United Kingdom "living wills" have no legal
force. But they have moral force in such issues as relief
ofpain, the vigour oftreatment in terminal disease, or in
resuscitation decisions. Views of relatives, close friends,
or appointed attorneys carry moral force if they are
based on evidence of what the likely wishes would have
been when the patient was well.

Various drafts ofadvance directives are available, and an
excellent book considers the subject in detail (see below).

Research
Questions of consent to research on severely

demented people (as on children) remain problematic.
Again, consent of close relatives is always desirable, but
has no legal force. Ethics committees understandably
find these issues difficult.

Practical points
* "Advance directives" have no formal place in
English law, but are part of the current agenda of
active debate. In the absence of precise legal provi-
sion, the doctor must, as in all things, be seen to act
in good faith, taking into account any evidence of
what the patient would have wished had he or she
had the capacity validly to indicate this.
* The Alzheimer's Disease Society now has an
agreement with Lawnet, a group of solicitors who
offer a named person specialising in the type of
advice carers need. There is a fee, but people
referred by the Society may receive an initial half
hour consultation free of charge.

Further information
The Public Trust Office (Protection Division,

Stewart House, 24 Kingsway, London WC2B 6JX, tel
0171 269 7000) makes available a Handbook for Receiv-
ers and a booklet of Guidance on Enduring Powers of
Attorney. Similarly, the Court of Session (Meldrum
House, 15 Drumsheugh Gardens, Edinburgh EH3
JQG, tel 0131 220 1898) in Scotland provides a booklet
of Information for Families of Persons Subject to Curatory.
A detailed consideration of "living wills" is given in

Let Me Decide: The Health Care Directive that Speaks For
You When You Can't byW Molloy and V Mepham, pub-
lished by Penguin in 1993.

The rise of counselling and the return of alienism

Simon Wessely

Current services for those with mental disorders
show two trends. Psychiatric services are becom-
ing concentrated on the care ofthose with "severe
mental illness," largely (but unjustifiably) synony-
mous with chronic psychosis. The retreat of
psychiatry from the care of those with non-
psychotic mental disorders has helped the growth
of counselling services for these patients. How-
ever, there is no evidence that non-directive coun-
selling is effective for such disorders, in contrast to
the evidence for the effectiveness of other treat-
ments that are usually delivered by psychologists
or community psychiatric nurses. By retreating
from the concerns of general practice and general
medicine, psychiatry is returning to the days of
alienism: in Victorian terms, the care of "the
mad." Possible consequences include increasing
expectations of psychiatric services that cannot be
met, a loss of skllls within psychiatry, and increased
demoralisation in the mental health services.

According to recent media stories, British psychiatrists
are becoming concerned that scarce resources are being
diverted away from the care of seriously mentally ill
patients and instead are being given to unnecessary and
inappropriate services such as counselling. One
headline caught the flavour of the debate-"Worried
well force aside the mentally ill."' Advocates of counsel-
ling respond to such charges with vigour, pointing to the
popularity of counselling and claiming that such
services can prevent mental disorder and reduce the use
of other hard pressed services.

At issue is a fundamental question about mental
health services. How can we balance the competing, and
often contradictory, requirements ofneed, demand, and
effectiveness? Who really is in need? Who best is able to
meet that need? Should patients always get what they
want anyway?

These issues have been brought to attention by two
changes. The first is the rise in the availability of
couns-elling services; the second is the shift of psychiatry
towards community care and the perceived hazards ofthat
shift. These two developments are linked, and the increas-
ing preoccupation of psychiatry solely with the care of
patients with chronic psychosis has directly influenced the
rise ofcounselling, without benefiting either the profession
or most of those with mental disorder.

Counselling is popular, but is it effective?
The rise of counselling has attracted both attention

and criticism. A recent editorial pointed to the general
practice contract, the desire of general practitioners to
reduce their workload, and the popularity of counselling
as setting the stage for "an explosion of counselling."2
Having joined the ranks of others who noted the lack of
evidence for the efficacy of counselling "-S the authors
concluded that "all counsellors in primary care should
be properly trained, supervised, and supported,"2 goals
which have the energetic support of organisations such
as the British Association for Counselling.6 However, it
seems logical to consider issues of efficacy and effective-
ness before those of support and training. A properly
trained and supervised person who delivers an
ineffective treatment is hardly a sign of progress.
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THE EVIDENCE FOR COUNSEUING
The evidence in support of counselling is scarce for sev-

eral reasons. Defining the nature of the intervention is far
from easy.7 A recent book emphasised the importance of a
single coherent theoretical model for counselling but made
it clear that this model could be based on such radically
different (and occasionally opposing) concepts as behav-
iour therapy, existential counselling, and psychodynamics
and still remain within the meaning of the term
counselling.8 A term with so many meanings becomes, if
not meaningless, then certainly impossible to assess. In
one recent evaluation the counsellor provided not only
brief psycho-dynamic therapy but also cognitive behav-
ioural treatments for anxiety and depression, albeit
without having had the relevant training.9 Such diversity of
theory is reflected in the diversity of the backgrounds of
most counsellors.3

Attempts to unify these diverse approaches are
unconvincing. General descriptions such as "providing
an opportunity for the client to work towards living in a
more satisfying and resourceful way"6 are more mission
statements than descriptions of treatment. Listening
and empathic skills, frequently cited as a generic part of
all counselling, are part of the job description of every
health professional. For all these reasons the paucity of
randomised controlled trials is not surprising, but of
concern. Those that exist are rarely of adequate
standard' '" and can be flawed by short and incomplete
follow up." Adverse effects are rarely considered.'
Are such cautions merely professional backbiting and

"turf" disputes? People like talking about their
problems, and if the listening ear is now provided by a
counsellor rather than a priest or family doctor, should
we be concerned? If better treatments exist, then the
answer must be yes. Counsellors currently see a vast
range of mental health problems-a recent paper listed
anxiety, depression, marital problems, physical illness,
abnormal grief, habit disorders, sexual problems, mari-
tal problems, obsessive compulsive disorder, personality
disorder, and child sexual abuse.9 Data from ran-
domised controlled trials suggest that specific psycho-
logical treatments, such as cognitive therapy, behaviour
therapy, brief psychodynamic therapy, and brief
interpersonal therapy, can be effective for these
disorders (with the possible exception of the last two
conditions). It seems improbable that counselling will
prove superior to more directive treatments for
obsessive compulsive disorders, habit disorders, pho-
bias, and sexual problems.
Some claim that counselling is effective because it

reduces the use of antidepressants and referrals to other
mental health professionals. In a recent study one of the
claimed benefits was a 60% reduction in the use of
antidepressants.9 Such claims have not been
confirmed,'2'4 but replacing an intervention of proved
efficacy with one whose efficacy is much in doubt is not
a satisfactory outcome measure, nor is a simple
reduction in referrals to other professionals unless
accompanied by improved efficacy and lower cost.

WELL DESIGNED TRIALS ARE NEEDED
Randomised controlled trials have provided evidence

for the effectiveness of several of the psychotherapies but
have yet to do the same for non-directive counselling. Such
evidence may be forthcoming, but not from studies of
"counselling" for "emotional problems." Instead what are
needed are well designed trials for specific conditions
using defined personnel." Such studies are currently being
funded by the Health Technology Assessment Programme
and the Mental Health Foundation.
Even if a therapy works in a randomised controlled trial

that does not mean it will always work elsewhere,'6
particularly if given by therapists with less experience and
supervision.'7 18 Cognitive behaviour therapy given by a
skilled clinical team is effective in the management of

chronic fatigue syndrome,'9 but an unskilled therapist
attempting the same might do more harm than good. The
finding that much counselling is currently delivered by
enthusiastic but unskilled and unsupervised staff,20 or that
less than 20% of counsellors working with cancer patients
have any formal qualifications,3 must be of concern.
We await the conclusions of the NHS Executive's

strategic review of psychotherapy services, but the cur-
rent growth of unstructured counselling services in gen-
eral practice is unlikely to find much favour. Despite
that, attempting to limit their spread is likely to appeal
only to King Canute, since even if the case for counsel-
ling remains unproved, there can be no doubting its
popularity.5 21 Why?

What should psychiatric services do?
What psychiatric services should do may lie in the

nature of modern psychiatry. Supporters of counselling
sometimes make a point of distancing it from
psychiatry, which is frequently seen, however unfairly, as
authoritarian and stigmatising. The source of that
stigma is not hard to find-it is the stigma of "insanity,"
since psychiatrists are concerned with the care of
psychotic patients. This is their right and proper
business. The effectiveness of modern drug treatment
for the psychoses is beyond dispute, and there is
increasing recognition of the effectiveness of non-drug
treatments in preventing relapse.22 However, despite the
public image, psychosis has not been the only business
of psychiatry. Unfortunately, some recent developments
seem likely to bring the future practice of psychiatry
more into line with public perception.

TARGETED RESOURCES

In the past few years government policy and influen-
tial sections of the profession have united to promote
the concentration of resources on what has become
known as "severe mental illness." Targeting resources at
those most in need is the health services planners'
version of motherhood and apple pie-who could
dispute the wisdom of this approach? But there are two
major drawbacks. Firstly, targeting resources onto a
small number of people at the expense of the larger
numbers of those with other mental disorders that may
be more amenable to treatment is not necessarily a valid
public health strategy.23 Secondly, severe mental illness
is increasingly equated with psychosis alone-of the
four definitions provided in the key area handbook pub-
lished by the Department of Health, three concern psy-
chosis alone; one also includes major depression.24 This
tendency to equate severe mental illness with psychosis
is not justifiable individually or epidemiologically.
Patients with panic, phobic, and obsessive compulsive
disorders typically have been ill for many years before
presentation-years during which they may have been
unable to undertake the simplest task such as shopping,
socialising, or work.2' Patients with chronic somatisa-
tion disorders have few equals in terms of personal
morbidity and cost to the health service,26 and
depression and eating disorders are associated with both
morbidity and mortality.

WHAT ABOUT NON-PSYCHOTIC MENTAL PATIENTS?
The obsession with severe mental illness means that

psychiatry is in danger of withdrawing from the care of
non-psychotic patients with mental disorder. While
acknowledging the drawbacks of creating a "psychosis
only" service, the director of the research unit of the
Royal College of Psychiatrists recently stated that to
solve the bed crisis in inner city psychiatry, necessary
measures would include cutting such provisions as
"outpatients clinics for new referrals from primary care,
community psychiatric nurses working in primary care
settings, and psychotherapy services."27 That there is a

BMJ VOLUME 313 20 JULY 1996

Ilyilny TO STOPu U1i7 S,riaau OL
unstructured counselling
services in general practice

159



crisis can hardly be denied, but is that the best solution?
It is only recently that psychiatrists and psychologists
have recognised the burden of illness in primary
care.28 29 Withdrawing such services may reduce any
influence the profession might have across the range of
mental disorder-in developing new treatments for all
types of mental disorder, teaching the skills necessary to
carry them out, and ensuring that such treatments are
appropriately evaluated.

Between them, both counselling and psychiatry are now
failing many of those with mental disorders. Until better
evidence of efficacy is provided, we must ensure that the
growth in counselling does not divert resources away from
access to such treatments as behaviour therapy, interper-
sonal therapy, or cognitive therapy that require rather
more than a year of experiential training for effective deliv-
ery. Psychiatry is also failing patients. King and colleagues
noted that inappropriate referrals to practice counsellors
came about not because of a misguided belief in their
effectiveness but because the lack oflocal psychiatric serv-
ices left the general practitioner with little choice.7 This
reflects the increasing emphasis on the care of the long
term psychotic patient, reinforced by government directive
and the move to community care.

Victorian values and the demoralisation of
psychiatry
The consequence of these changes will be an inevita-

ble reduction of the scope of psychiatry, the skills neces-
sary to practise psychiatry, and indeed the attraction of
a psychiatric career. Current policy has increased the
pressures on the profession, as shown by the seemingly
endless stream of public inquiries (15 are currently in
progress) into the "failures" of that policy,30 despite a
lack of evidence of any change in the risk to the public
posed by mentally ill people.3' At a time when the need
for psychiatry to remain part of medicine is acute,32 the
profession is retreating from the general hospital and
the general practitioner. Instead psychiatrists are being
pressured to deliver the undeliverable-a service in
which "failures" such as violent assaults and suicide
never happen-and hence a service which will be
blamed when they do.30 Whether such policies will lead
to discernable health gain remains to seen. What is now
being seen is a fall in staff morale33 and the current dif-
ficulties faced in staffing many psychiatric services.
The increasing equation of psychiatry with psychosis

-and only psychosis-marks a return to the world of
Victorian psychiatry. The great asylums may be gone,
but alienism is coming back. In these circumstances it is
not surprising that the public and general practitioners
will turn to the increasing numbers of counsellors who
appear to minister to every ill.

I am grateful to Chris Dare, Tony David, Mike King, Paul
Lelliott, Anthony Mann, Matt Muijen, and Glenys Parry for
help and advice.
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ONE HUNDRED YEARS AGO
LADY CANVASSERS

A NOVEL feature in the present contest for the election promises of support. We are not altogether sure that this
of Direct Representatives for England on the General intervention is calculated to serve the cause of the can-
Medical Council is the interest apparently taken in the didates whose interests the fair canvassers have at heart.
contest by ladies. We have received from various We suspect that, male human nature being what it is,
sources, we will not say complaints, but communica- there is a tendency to resent these solicitations as an
tions which might have been complaints had the intrusion on the right of private judgment, and an imi-
canvassers been less agreeable, of the ardour displayed tation of political methods which are hardly in
by the fair friends of one or other candidate in seeking consonance with the dignity of a professional electorate.
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