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Meeting the demand for ‘evidence’-based practice
Counselling and psychotherapy approaches are going to need a strong evidence base to survive in the public sector, argues Mick Cooper.  But when the required method of research challenges some of our most cherished principles, how should we respond?

Like many in the counselling and psychotherapy field, when it comes to research, my preference has always been for language-based, ‘qualitative’ inquiry.  A few years ago, for instance, I conducted a qualitative interview study asking therapists about their experiences of in-depth encounters with clients [1].  As I sat listening to them describing their feelings of ‘aliveness’ and ‘immersion’ at these moments, I experienced a feeling of deep connection in the interview itself.  This, it seemed to me, was what counselling and psychotherapy research could really be about: a deep, relationship-based exploration that, in its methods and values, paralleled our own therapeutic work with clients. 
By contrast, quantitative, number-based research has always seemed to me relatively limited.  It might show, for instance, that two factors, like clients’ levels of motivation and clinical improvement, are linked, but what does this really tell us about individual clients’ experiences in therapy?  And to the extent that quantitative research reduces a whole range of experiences into a single set of numbers, it could be argued that it is the very antithesis of counselling values and practices: reducing the complexity of human lived-experiences into de-individualised, de-contextualised averages. 

Randomised controlled trials
One of the forms of number-based, quantitative research that is most heavily criticised for its methodological and ethical shortcomings is the randomised controlled trial (RCT) [2].  This is a research experiment in which participants are allocated to two or more different ‘conditions’ -- for instance, nondirective counselling and usual GP care, or nondirective counselling and CBT -- so that the effectiveness of the different interventions can be compared.  Participants are allocated to the different conditions on a random basis, as this is seen as the best way of trying to ensure that there are no systematic differences between the groups.  Practitioners within RCTs are normally asked to deliver their intervention according to a particular ‘manual’ of practice, and to have their sessions recorded and assessed for ‘adherence’, to ensure that they are delivering the therapy that they are supposed to.  
	RCTs can be considered the epitome of de-individualising, de-contextualising research methods because of the high levels of experimental control involved.  And yet, within the wider field of health services research and policy, they are considered the ‘gold standard’ method of establishing an evidence base, because of their perceived ability ‘to distinguish, in an unbiased manner,’ the effectiveness of a treatment [3].  Crucially, this is the view held by clinical guidelines groups such as NICE (the National Institute of Health and Clinical Excellence) and SIGN (Scottish Intercollegiate Guidelines Network), whose clinical recommendations are having an increasing influence on the commissioning and delivery of psychological interventions.  With respect to depression, for instance, NICE [3] and SIGN [4] solely recommend therapies for which RCT evidence is available (primarily CBT); and this has directly underpinned the roll-out of CBT into the NHS through the Improving Access to Psychological Therapies (IAPT) programme, with the funded training of 3,660 new cognitive behavioural therapy workers to April 2011 [5].  

Counselling in an ‘evidence’-based world
A fundamental chasm exists, therefore, between the kind of research activity that most counsellors and psychotherapists feel aligned to, and the kind of research that actually influences policy.  And this is no mere methodological tension, but one that is having a direct impact on the availability of different therapies in the NHS, as well as on employment prospects for counsellors and psychotherapists.  For with therapists and academics in the counselling field generally reluctant to engage with RCT methods (and, for the purposes of this article, the term ‘counselling’ is used to refer to a predominantly relational, exploratory form of therapy), its RCT evidence-base has remained relatively weak, with just a handful of studies showing some evidence of short-term effect [6].  Consequently, NICE Guidelines for the treatment of depression recommend counselling only for people ‘who decline an antidepressant, CBT, IPT [Interpersonal Therapy], behavioural activation and behavioural couples therapy’, with the addendum that referrers should ‘Discuss with the person the uncertainty of the effectiveness of counselling’ [3].  SIGN guidelines [4], meanwhile, simply state that ‘There is insufficient consistent evidence on which to base a recommendation [for counselling].’  
	So what might members of the counselling community do to try and address this problem?  What follows are seven potential strategies, roughly in ascending order of how successful I think they are likely to be. 

1. Trust that policy-makers will come to see the value of non-RCT research
For many years, I -- and, perhaps, others in the counselling community -- believed that it was just a matter of time before ‘the powers that be’ would come to see the value of non-RCT evidence.  With the growth of postmodern ideas in the late twentieth century (i.e., that science and numbers were just one form of language amongst many others), it seemed inevitable that, sooner or later, policy-makers and RCT researchers would come to see that qualitative research was every bit as valuable as quantitative research.  When I started to meet some of these people, however, I realised just how wrong I might be.  This was for three reasons.  First, I saw very little evidence of a shift of interest towards qualitative research: indeed, to a great extent, these colleagues seemed more interested in developing increasingly rigorous and sophisticated methods of quantitative inquiry.  Second, I realised that these people were actually very smart and well-informed, and could argue very cogently for their position.  Third, and most importantly for me, I saw the deep ethical commitment and care behind the position that these people were taking.  These were not, as I had assumed somewhere in the back of my mind, Machiavellian social manipulators, but academics, researchers and policy-makers who were absolutely committed to developing the best, and most widely accessible, care possible; and genuinely believed that RCTs were the best means of achieving this.  I might disagree with them, but I realised that these were people fundamentally on the same side as me.  
	That there is no postmodern turn just around the corner was confirmed for me when, over the past few months, I interviewed 25 senior figures in the psychological therapies field for a BACP briefing paper on developing an RCT of Counselling for Depression [7].  Here, every single informant stated that they did not believe that the current emphasis on RCT evidence would wane.  Rather, they believed that RCTs were ‘here to stay,’ and that evidence from such studies would continue to play a decisive role in determining which psychological interventions were recommended and commissioned within the NHS for the foreseeable future.  This view was shared by both advocates, and critics, of RCT methodologies; service providers and representatives of service user organisations; and was consistent with views on wider developments in Europe and the USA.  
	Many informants did add that, in coming years, they thought that there would be some broadening of the kinds of evidence used to inform clinical guidelines.  They mentioned, for instance, ‘client experience studies’, which look at clients’ levels of satisfaction with services and experiences of care; and ‘cohort studies,’ which track changes in clients from the beginning to end of therapy (using, for instance, a measure like the CORE-OM).  And, indeed, several noted the ‘Harveian oration’ by Professor Michael Rawlins [8], Chairman of NICE, in which he states that ‘Hierarchies of evidence should be replaced by accepting – indeed embracing – a diversity of approaches.’  But nearly all informants felt that this non-RCT evidence would only ever act as supplementary, and not as an alternative, to RCT data in the psychological therapies field -- insufficient, in itself, to form the basis for clinical recommendations.  
	There is no reason to assume, then, that non-RCT data will be any more influential on clinical guidelines in the years to come; indeed, there is just as much reason to assume that things will move in the opposite direction.  And if members of the counselling community adopt a ‘wait and see’ strategy, it is important to bear in mind that the RCT evidence base for cognitive-behavioural therapies will almost certainly continue to grow, with output in its many journals such as Cognitive and Behavioral Practice, Behaviour Therapy, and Behavioural and Cognitive Psychotherapy.  This, then, may make it even more difficult for counselling to demonstrate its effectiveness: with research funding bodies increasingly asking why new treatments need to be tested if CBT has already been found to work, and an ever-growing body of evidence required to demonstrate comparative effectiveness. 

2. Focus on non-NHS sectors
Of course, NICE and SIGN guidelines are (currently) only relevant to NHS practice, and one strategy for the counselling community might be to simply focus on non-NHS sites of service delivery, such as the private, voluntary and educational sector.  Such an approach, however, raises serious ethical and political issues regarding the rights of all people, irrespective of their financial status, to access relational therapies; and at a site of greatest accessibility.  Moreover, there is no reason to assume that, in the future, the demand for evidence-based practice may also not extend to these other areas of service provision.  

3. Hope that someone (else) will develop the RCT evidence-base for counselling and other non-CBT therapies
Hope, as Dennis O’Hara described in November 2010’s Therapy Today, is a powerful thing, but the reality for the field of counselling is that, with a few exceptions, there is no-one ‘out there’ doing the necessary research.  Academics within the counselling community are relatively thin on the ground, and those that do exist, as indicated above, are generally much more interested in qualitative and reflexive methods of inquiry, with little knowledge or expertise in RCTs.  Outside of this community, a wealth of experience in RCT methods does exist, but very few of these academics are interested in evaluating counselling -- and, to a great extent, why should they be, when they have their own models and interventions (generally cognitive-behavioural) that they would want to test.  Indeed, as we know all too well [9], when non-counselling researchers include ‘counselling’ within their RCTs, it is frequently set up as a ‘straw man’ (for instance, with poorly trained therapists, often allied to the alternative intervention) against which they can then show the effectiveness of the non-counselling approach.  To rely on people from outside the counselling community to take the evidence-base forward, therefore, may be a very high risk strategy. 

4. Challenge the value of RCT evidence
An alternative approach might be to vigorously challenge the hierarchy of evidence adopted by clinical guideline groups such as NICE and SIGN: to highlight the limits of RCT designs, to emphasise the value of alternative research, and to show that the vast majority of therapeutic change can be accounted for by ‘common factors’ (such as the therapeutic alliance) rather than orientation-specific techniques [9].  This is an approach that some of the informants, in the briefing study [7], above, had adopted; but despite exhaustive efforts, often well-resourced, brilliantly executed, and targeted at the most influential figures in the field [10], they felt that their impact had been all but negligible.  These people did not believe that this was a viable long-term strategy.  
	One of the issues here may be that, while it is easy enough to critique RCTs, no-one has yet come up with a viable method for incorporating non-RCT data into clinical guidelines.  If someone conducted a qualitative study, for instance, in which proponents of leeching described the mood-enhancing effect of their intervention, should that be sufficient for it to enter the next iteration of the NICE guidelines for depression?  Without some clear indications as to what kind of research might be considered sufficient, how much, and with whom, non-RCT findings may always struggle to find a place at the clinical guidelines table.  And if clinical guidelines were dispensed with altogether, how should public organisations choose -- and justify the choice of -- one therapy over another?  If it just came down to the personal preferences of those in power, would that be any fairer, more transparent or more in the interests of service users than a reliance on clinical guidelines? 
	Another issue, as pointed out by Peter Fonagy (personal communication, 2010), is that the inclusion of non-RCT findings does not necessarily mean that the evidence-base will be weighted any more favourably towards non-CBT therapies.  Indeed, with an abundance of non-RCT evidence to support cognitive behavioural therapies (as well as their RCT findings), it may be that these approaches would become even better supported in clinical guidelines if the evidence base was widened.  

5. Appeal directly to service users and providers
With the recent UK government moves towards localisation of NHS decision making [11], there is a possibility that the power of centralised bodies such as NICE and SIGN may be somewhat attenuated.  Instead, GP consortia will have the power to commission services -- with an increased role for patients’ personalised preferences, choices and feedback -- and this could mean that the counselling community will have increased power to directly influence commissioners.  Systems that bypass clinical guidelines, therefore, and directly communicate with GPs and members of the public about the value of counselling -- such as the BACP’s new user interface www.itsgoodtotalk.org.uk  -- may hold some sway.  At the same time, however, this capacity may be very limited: the government has also made a clear commitment to ensuring that organisations such as NICE remain the driving force in decision-making on the availability of treatments in the NHS.  Moreover, it cannot be assumed that GP or user groups will be any less disposed towards RCT evidence than NICE or SIGN: indeed, representatives of user organisations that I have spoken to are often very positive about the values of RCTs.  Direct appeal without the generation of further evidence, therefore, may be very limited in its success.  

6. Develop, and promote, rigorous non-RCT methods
To a limited extent, as discussed above, it may be that non-RCT methods can begin to have a somewhat greater influence on clinical guidelines, and this may be a viable strategy for advocates of counselling who do not want to go down the RCT route.  The key thing here, however, is that such studies will need to be conducted in highly rigorous ways: for instance, an absolute minimum of missing data, and clear and consensual descriptions of the therapy being practiced.  Probably most promising here is, as mentioned above, is ‘cohort studies’, where levels of distress in large numbers of people can be tracked from the beginning to the end of counselling.  Indeed, with the emergence of electronic data collection, there is now the possibility that data from thousands of client can be drawn together, as with the CORE-OM studies led by Bill Stiles [12].  The development of Practice Research Networks (PRN), in which therapists pool their data, may also support the emergence of such research, and an excellent example of this -- now with published results -- is the Human Givens PRN led by Bill Andrews and colleagues [13].  The development of new, and more systematic methods of case study research -- for instance, Robert Elliott’s ‘hermeneutic single case efficacy design’ [14] -- may also provide important non-RCT strategies that, in the long-term, may be able to begin influence policy.  

7. Compromise… and develop skills and knowledge in conducting RCTs
Developing rigorous non-RCT methods may be one route forward but, ultimately, the counselling community may need to ‘bite the bullet’ and develop knowledge and competencies in RCT methods themselves.  As Laurie Clarke, Chief Executive of BACP recently put it, it is a question of ‘riding many horses’; and without learning to ride the RCT horse, the counselling community may remain in a position of extreme vulnerability.  
	But is it really possible to do counselling RCTs?  Below are a range of concerns, and some responses: 

· How is it possible to ‘manualise’ relational practice?  Although RCTs do require that the therapy being offered is clearly specified, this does not need to be a moment-by-moment directive on clinical practice.  For instance, a book like Mearns and Thorne’s Person-Centred Counselling in Action (Sage, 2007) could easily serve as a ‘manual’ of therapeutic practice. 
· How can you measure the outcomes of relational therapies?  Any RCT needs to assess change, but there is an enormous range in what kind of measure might be used.  For instance, there is the ‘Strathclyde Inventory,’ which assesses personal growth as defined by Rogers; or individualised measures of therapeutic goals (see http://www.strath.ac.uk/humanities/counsellingunit/pluralistic/ ).  
· Don’t RCTs require clinical diagnosis?  An RCT does need to focus on some particular client group, and to enter into clinical guidelines this may need to be a diagnostic-based one, but RCTs can also be undertaken with other client groupings.  For instance, in a recent pilot RCT, we looked at the effectiveness of counselling for school pupils experiencing psychological distress [15]. 
· Don’t RCTs require enormous expertise and knowledge?  Like any research method, RCTs have their own particular skill set, and one cannot expect to be an expert within a short period of time, particularly if one first needs to build up a basic understanding of psychological concepts and methods.  But, as with any research method, there is nothing here that cannot be learnt over time.
· Aren’t RCTs extortionately expensive?  Yes, they can cost millions of pounds, but is it also possible to do small-scale pilot RCTs relatively cheaply, which can help to build skills and understanding of RCT methods, and serve as the basis for subsequent funding applications. 

With respect to this issue of the time, knowledge and expense, one of the most encouraging experiences for me in recent years has been to witness the development of a pilot RCT within a counselling PhD research programme.  Katherine McArthur, who initially helped to run our pilot trial of school-based counselling [15], has now gone on to revise and extend this programme of research, and within about a year managed to recruit, and randomise, a very respectable 34 participants.  Katie says: 

Working on the first pilot RCT of school-based counselling involved a steep learning curve for all of us who were relatively unfamiliar with the method.  However, the experience gained through facing these challenges equipped me with the skills and confidence to use an RCT method within the framework of a PhD programme.  Building on the previous pilot, with revised protocols, I conducted a similar trial over the last year at a fraction of the cost.  I believe that this type of research is a viable option for any postgraduate student, and that even a pilot trial can make a genuinely valuable contribution to the counselling field.  Also, I’ve found that using this method actually enables rather than precludes more relational, in-depth research methods, which can be easily incorporated giving the researcher a broader, more complex and ultimately more satisfying experience.   

Of course, in conducting RCTs of counselling, there is no guarantee that it will prove effective and, indeed, in our initial trial of school-based counselling [15], we identified only a small effect.  But such findings can encourage us to try and improve our therapies and our methods of evaluation, such that counselling can prove more effective for the future.  With qualitative research, it does seem all too easy to ‘demonstrate’ what we already believe to be true.  The results of RCTs, by contrast, are much less certain; and in this respect may actually be more consistent with a humanistic commitment to openness and growth [16].  And, as Katie highlights, above, RCTs also opens up multiple opportunities to conduct associated qualitative research, such as in-depth interview studies and case studies with clients participating in the trial [17]. 

Whose responsibility is it?
In March 2011, the BACP Board of Governors agreed to approve £150k for the budget year 2011/12 for the first year of a three year programme, which will see around £450k committed to developing an RCT of counselling for depression.  This is a much needed start, and a huge commitment to an evidence-informed profession by the BACP.  However, a single one-off study is unlikely to be enough to establish counselling as evidence-based within the eyes of NICE and SIGN, and an ongoing programme of RCT research would seem essential for its ongoing survival and dissemination in the public sector.  In other words, what we may need to develop is a much more RCT-savvy culture within the counselling community.  This does not mean that everyone should be doing an RCT, but if just ten percent, for instance, of counselling PhD students developed a pilot RCT as their research project, the empirical status of counselling could be substantially enhanced.  
Even one-off projects, however, are unlikely to achieve much on their own; rather, what is needed are coherent programmes of research, with academics, students and practitioners -- possibly across institutions -- working together to develop and test counselling interventions for particular groups of clients.  In this respect, what was particularly encouraging to me, when drafting the briefing paper on counselling for depression [7], was the expressions of interest from around 15 academics and trainers from the UK counselling community.  No-one said that they loved RCTs, but many recognised the growing need to engage with this form of research. 
	The development of the evidence-base for counselling, then, may require all of us to take responsibility for making it happen. Below are some specific things that you can do [18]. 

Practitioners and non-research students:

· Consider enrolling for a research (MSc/PhD) programme. 
· Find out how you can collaborate on research projects by contacting the BACP research department (see www.bacp.co.uk/research/ ) or academics in the counselling field.
· Evaluate your work using outcome measures (such as CORE-OM, see www.coreims.co.uk/ )
· Join a Practitioner-Research Network (see the BACP research website).

Academics/Researchers/Research (MSc/PhD) students:

· In choosing a subject to research, consider the likely policy impact – ask yourself, ‘Is this going to contribute to the survival/development of counselling?’
· Find out more about RCTs: an excellent starting place is Torgerson and Torgerson’s Designing Randomised Controlled Trials in Health, Education and the Social Sciences: An Introduction. (2008, Palgrave.)
· Design, and apply for funding for, a pilot randomised controlled trial of counselling with a particular client group. 
· Undertake studies which can develop, or help to validate, counselling-related outcome measure. 
· Consider developing rigorous qualitative research, case studies, or cohort studies which can build the evidence-base for the effectiveness of counselling. 

Conclusion
Ultimately, for me, the issue here is not about philosophical or methodological principles -- it is a much more pragmatic one: the right for people in psychological distress, whatever their financial status, to be able to access relational forms of therapy.  And if that means compromising and ‘working with the system’ then, personally, I think it is worth it.  Some people will argue that, whatever evidence-base the counselling field develops, the goalposts will be moved to de-legitimise it.  They may be right but, personally (and perhaps naively), I do not believe it.  In my experience of talking to RCT- and CBT-aligned colleagues, there is actually a great deal of respect for -- and interest in -- relational ways of working, but also a belief that counselling need to demonstrate its value, and not simply assume it.  Moreover, I think these colleagues have a desire to see relational practices evolve and improve, and if RCTs can help us do that, then that is all the more reason to develop skills and expertise in this area.  No doubt, this is not the only way forward, but it does seem to me that we can not simply hope that the current challenge will go away.  The future of counselling is on the line, and I think it is the responsibility of all of us who care deeply about this work to find constructive ways of meeting it. 
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